The New England 
Journal of Medicine 


Copyright, 1940, by the Massachusetts Medical Society 


VoLuME 223 


NOVEMBER 21, 1940 


Numser 21 


THE ORGANIZATION OF A PSYCHIATRIC CLINIC IN THE 
OUTPATIENT DEPARTMENT OF A GENERAL HOSPITAL* 


Ropert Fieminc, M.D.,t Gaytorp P. Coon, M.D.,t A. W. Conrratto, M.D.,§ Joun M. Fiynn, M.D.,{] 
Cuartes R. Atwe tt, M.A.,|| anp Gerna S. Wacker, A.B. 


BOSTON 


N OCTOBER 13, 1936, under the inspiration 

of Dr. Henry A. Christian, a psychiatric 
clinic was opened in the Out-Door Department 
of the Peter Bent Brigham Hospital, which met 
one half day each week, and to which ambulatory 
patients were to be referred from other clinics in 
the hospital. In the following three years 443 pa- 
tients made a total of 2551 visits to the clinic — 
an average of slightly under six visits per patient. 
This represents roughly 2 per cent of all the new 
patients (1 per cent of the visits) who went to 
the Out-Door Department during the three-year 
period. During the first few months it became 
apparent that a single half day per week was in- 
adequate to handle the volume of referred cases, 
and accordingly in January, 1937, another half- 
day period was added and reserved primarily for 
adolescent cases and for problems of alcoholism; 
subsequently, with increasing professional _per- 
sonnel, it was possible to add psychiatric sub- 
clinics, held for half-day periods, until at the end 
of the first three years four physicians and one 
psychologist were spending a total of six half days 
each week dealing with psychiatric patients under 
the auspices of the Psychiatric Clinic. 

It was gratifying to feel from the start an in- 
terested and cordial attitude, especially on the part 
of the medical house officers and the junior mem- 
bers of the associate staff of the hospital; some 
of the latter, perhaps because of an appreciation, 
often deviously acquired, of the importance of emo- 
tional and psychological elements in disease, evinced 
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an eagerness to take part in the enterprise as a 
means of learning more about the role these forces 
play. Two factors led to the utilization in the 
clinic —at first reluctantly and of necessity, later 
by choice —of nonpsychiatrically trained person- 
nel. First, the problem which the clinic had to 
face almost from the beginning was that of too 
many patients, so that it became imperative to in- 
crease the professional staff in order to avoid the 
piling up of an absurdly long waiting list; sec- 
ondly, at the time only nonpsychiatrically trained 
volunteers were available. Actually this worked 
out rather well, and in a number of ways it has 
been an advantage to have certain types of psy- 
chiatric outpatients handled by physicians who are 
interested in them, and yet devoid of many of 
the prejudices and orthodox attitudes of both the 
conventionally trained psychiatrist and the organ- 
ically minded internist. The internist usually does 
not know much about handling psychotic patients, 
but such patients do not constitute a major prob- 
lem in the psychiatric clinic of a general hospital 
— about 10 per cent of the total cases seen. How- 
ever, the internist is often much more adept and 
resourceful in dealing with a patient with physical 
symptoms—even though they are emotionally 
determined — than is the ordinary psychiatrist. 
Furthermore, the utilization of interested in- 
ternists has been made more practicable in our 
organization by having each patient referred to the 
Psychiatric Clinic first pass through a central or 
clearing-house clinic. There the patient is seen 
by a psychiatrist, a history is taken, a tentative 
diagnosis is made, and plans for treatment or dis- 
position are formulated. At this initial visit, any 
one of several possible courses may be followed, de- 
pending on the type of case. The problem may be 
settled effectively in a single interview. If the pa- 
tient is psychotic he may be referred to the Bos- 
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ton Psychopathic Hospital* directly, or arrange- 
ments may be made for him to be followed in the 
Psychiatric Clinic. He may be referred to some 
other clinic (surgical, arthritic, gynecological and 
so forth) of the Out-Door Department for an 
opinion on some special aspect of the case, or to 
the psychologist for special psychological tests. He 
may be sent into the hospital for a more intensive 
study than is possible in the Out-Door Depart- 
ment; or suitable cases may be referred to any 
of the special psychiatric subclinics for further 
handling. The whole organization has been char- 
acterized by great flexibility within a well-defined 
framework, permitting the orderly focusing of the 
diagnostic and therapeutic resources of the entire 
hospital and its staff on the needs of the indi- 
vidual psychiatric outpatient. 

The idea of special psychiatric subclinics has 
worked out quite satisfactorily from a number 
of viewpoints. It is of advantage to a patient to 
be in the hands of a physician who is especially 
interested in his particular problem; it is likewise 
of advantage to a physician to be able to concen- 
trate, simultaneously and exclusively, on a group 
of selected patients all of whom fall into the same 
general category of clinical picture or problem. 
One of the special clinics (A.W.C.’s) has been 
devoted in the main to problems arising out of 
the social and cultural assimilation of foreign- 
born patients, particularly those from Italy and 
other Mediterranean countries. Another of us 
(G.P.C.) has been working with cases of classic 
hysteria, — apparently less common now than it 
was fifty years ago,— which often show striking 
conversion symptoms and which present special 
problems of management in an outpatient clinic. 
To a third special clinic (J. M.F.’s) have been re- 
ferred two types of cases: first, those in whom a 
conflict between religious belief and_ biological 
drives seems to form the center of the problem; 
and secondly, psychoneurotic patients in whom the 
symptomatology has been largely limited to the 
gastrointestinal tract. 

It was not until the Psychiatric Clinic had been 
in existence for nine months that a trained psy- 
chiatric social worker (G.S.W.) was added to its 
personnel on a half-time basis; previously the facili- 
ties of the regular Social Service Department had 
been used when necessary. At the end of its third 
year the clinic still has a half-time social worker, 
who is assisted one morning a week by a volunteer 
clinic manager.t The varied administrative de- 
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tails of clinic management have of necessity been 
assumed by the social worker, in addition to an 
initial interview with each patient admitted to the 
Psychiatric Clinic, and to the psychiatric case work 
which is her usual function. 

In the social worker’s interview with each new 
patient before the latter is seen by the psychiatrist, 
a fairly complete social history has been taken. 
Contrary to the fears of some persons interested in 
the clinic, this interview and history have, so far 
as we can ascertain, in no case antagonized the 
patient. Nor, we believe, has it made the establish- 
ment of a sound rapport between psychiatrist and 
patient more difficult. It has in most cases made 
for a feeling of friendliness and confidence toward 
the clinic as a unit. It has proved of value to 
the psychiatrist, to the social worker and to the 
patient. The history has given the psychiatrist de- 
tails of the patient’s heritage and social background 
useful to him in evaluating the psychiatric condi- 
tion, details which he himself has little time for 
eliciting during the operation of a busy clinic. The 
knowledge of each patient which the social worker 
gains makes for efficiency in handling problems 
referred to her by the psychiatrist during the course 
of treatment. A detailed and time-consuming in- 
terview at the time of referral is often avoided, 
since the basic information is already on record. 
More important than this, perhaps, is the fact 
that when a referral is made the patient believes 
that he is being sent to someone who already 
knows him and who has a friendly attitude to- 
ward him. 

A patient referred to a psychiatric clinic often 
keeps his first appointment with a good deal of 
trepidation. To him this initial interview fre- 
quently provides a means of gaining some under- 
standing of the clinic, of obtaining answers to 
puzzling questions and of assuaging some of his 
fears. 

The psychiatric case work in the clinic has fallen 
into both the short-service and intensive groups. 
It has, however, been possible for the social worker 
to carry only a small number of cases requiring 
intensive social treatment, because of her multiple 
duties in connection with the clinic and the lack 
of time in which to do them. 

The diagnoses in the 443 cases seen in the clinic 
during the three-year period are shown in Table 1, 
in which many of the difficulties of psychiatric 
diagnosis are reflected; chief of these is the lack 
at the present time of any sufficiently comprehen- 
sive basis for making etiologic diagnoses. With 
a few notable exceptions (syphilis, post-traumatic 
conditions), the diagnostician is forced to use the 
unsatisfactory expedient of grouping together cases 
the symptomatology of which seems similar, even 
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though he frequently suspects that different symp- 
toms may arise by similar etiologic means, and vice 
versa. The result of this “system” is often a com- 
forting appearance of orderliness, which is, how- 
ever, deceptive, and serves more to obscure lack 
of knowledge than to express orderly relations ac- 


Taste 1. Diagnoses. 
D1AGnNosis Men Women” Torat Per Cent 

Psychoneurosis: 

Anxiety type ............ 60 113 173 39.0 

Hysterical type ......... 8 30 38 8.6 

Unspecified type ........ 1 9 10 2.3 
Psychosis: 

Schizophrenia ........... 8 3 11 2.5 

Manic-depressive psychoses 2 12 14 3.1 

Invo'utional melancholia. . 1 2 3 0.7 

Psychosis, with cerebral 

arteriosclerosis ...... 0 2 2 0.5 

Psychosis, with epilepsy. . 0 1 1 0.2 

Paranoid condition ...... 1 2 3 0.7 

Psychosis, undiagnosed... . ] 7 8 1.8 
Mental deficiency............ 6 5 11 2.4 
Epilepsy: 

! 2 3 0.7 

Post-traumatic ........... 0 1 1 0.2 
Chronic alcoholism........... 30 3 33 7.4 
Chronic ma!nutrition ........ 1 0 1 0.2 
Drug addiction (morphine)... 1 0 1 0.2 
Social maladjustment......... 6 4 10 2.3 
Enuresis, nocturnal .......... 2 0 2 0.5 
Stammering of unknown cause 2 0 2 0.5 
Psychopathic personality...... 13 15 28 6.3 
Syphilis of the central nervous 

system: 

Tabes dorsalis ........... 3 0 3 0.7 

0 0 0 0 

a 1 1 2 0.5 
Cerebrovascular disease, with- 

out psychosis......... 3 0 3 0.7 
Postencephalitic Parkinsonism. 1 1 2 0.5 
Combined system disease. .... 0 1 1 0.2 
Sydenham’s chorea........... 1 0 1 0.2 
Méniére’s syndrome........... 0 1 1 0.2 
Spasmodic torticollis.......... 0 2 2 0.5 
Cortical atrophy (hydroceph- 

Subdural hematoma.......... 0 1 1 0.2 
Essential hypertension........ 0 1 1 0.2 
Impotence, functional........ 1 0 1 0.2 
Dysmenorrhea of unknown 

0 2 2 0.5 
Menopausal syndrome......... 0 1 1 0.2 
Dyspareunia, functional....... 0 2 2 0.5 
Headache of unknown cause. . 4 1 5 1.1 
Tinnitus of — cause. a 0 2 2 0.5 
Hyperinsulinism (adenoma o 

as Pa 1 0 1 0.2 
No psychiatric condition... .. 1 7 8 1.8 
Undiagnosed (neurologic con- 

18 29 47 10.6 

178 265 443 


tually existing. It is interesting, however, to ob- 
tain a bird’s-eye view of the incidence and diversity 
of the various clinical pictures encountered in the 
psychiatric clinic of a small medical outpatient 
department. 

As might have been expected, considering the 
source of the clinical material, the psychoneuroses 
comprised the largest single diagnostic group, with 
221 cases in all, or half the total number seen. The 
term “psychoneurotic” often becomes merely a 
convenient epithet among physicians, and as such 
more descriptive of the physician’s attitude toward 
his patient than of the latter’s real medical condi- 
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tion. The current tendency of most diagnosticians 
is to make the diagnosis of psychoneurosis by ex- 
clusion: whenever there has been a failure to dem- 
onstrate organic disease, the case becomes ipso 
facto psychoneurotic. In contrast to this usage, 
it is Our experience that it is frequently possible 
to make a positive and valid diagnosis of psycho- 
neurosis even in the presence of organic disease; 
likewise, after careful study of a case one is fre- 
quently able to state positively that no psychoneu- 
rosis exists. As an example, the presence or ab- 
sence of pain is often a helpful criterion: one gains 


Taste 2. Age Distribution. 


AGE MEN WoMEN TOTAL 
2 11 13 


the impression that pain is rarely a primary psy- 
choneurotic symptom, even in conversion hysteria, 
and that where it is prominent in the symptoma- 
tology, the presumption is strongly in favor of an 
organic lesion. For the purposes of this report 
two main types of psychoneuroses have been dis- 
tinguished, the anxiety type (including, as gener- 
ically related, obsessional, hypochondriacal and 


Taste 3. Marital Status. 


Sratus MEN WoMeEN 
4 19 


neurasthenic types) and the hysterical type.* To- 
gether they make up the clinic’s most pressing 
treatment problem, and fortunately represent, in 
the main, cases in which the results of treatment 
are usually most gratifying. This is particularly 
true in the anxiety type of psychoneurosis, where 
infrequent brief interviews, sometimes coupled with 
various social measures, are often sufficient to re- 
store a patient’s equilibrium. With the hysterical 
type, frequent. interviews of longer duration ex- 
tending over longer periods of time are required; 
this is one of the reasons why it has seemed ad- 
vantageous to have a special clinic for the treat- 
ment of hysteria. 


*The basis for this nosological concept will be developed in detail in 
another paper (Fleming, R.: unpublished data). 
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The possibilities for and limitations of utilizing 
the facilities of the outpatient department of a 
general hospital for the treatment of chronic alco- 


4. Occupational History. 
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OccuPATION MEN WoMEN TOTAL 
12 21 33 
12 8 20 
Government service .............- 1 0 1 
20 0 20 
Personal service .........cscce0eee8 31 34 65 
8 
Vi 20 22 42 


holism have been of particular interest to one of 
us (R. F.), and a special subclinic has been estab- 
lished for dealing with this problem. Although 


Tasre 5. Distribution of Races and Nationalities. 


Race or NATIONALITY 
American 
Armenian-American .............. 
Assyrian-American 
Canadian-American 
English-American 
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English-French-American 
English-Irish-American 
English-Irish-Portuguese-American. . 
English-Norwegian-American 
English-Welsh-American .......... 
Prench-American 
Prench-Canadia&® 
French-Canadian-English-American. 
French-Irish-American 
Finnish-American 
German-American 
German-lIrish-American 
Greek 


Irish-Indian-American 
Italian-American 
Italian-French-American 
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Norwegian-American 
Pennsylvania Dutch-Irish-American. 
Polish-American 
Portuguese-American ..........--. 
Portuguese-Irish-American 
Scotch 
Scotch-American 
Scotch-Irish 
Scotch-Irish-American 
Swedis 


Swedish-American 
Swedish-Finnish-American ........ 
Syrian 
Syrian-American 
Unknown 


the total number of alcoholic patients so far seen 
in this subclinic is small (30 men and 3 women), 


Nov. 21, 1940 


it is already apparent that certain types of alcoholic 
patients can be successfully treated as ambulatory; 
it would seem that the drinker who tends to do 
well in such a setting is often one in whom physi- 
cal symptoms (due to gastritis, avitaminosis and 
so forth) are prominent. 

The age distribution and marital status of the 
patients are shown in Tables 2 and 3. It is to be 
noted that 376 (85 per cent) of them were under 
fifty years of age. Although the number under 
twenty was not relatively large (53, or 12 per cent), 
the importance of this group of young patients as 
regards response to treatment and the desirability of 
special facilities to deal with the problems of ado- 
lescence is apparent. Where a prolonged contact 
with a child has been needed the function of the 


Taste 6. Distribution of Religions. 
RELIGION MEN WoMEN Toray 

Roman Catholic ................. 76 109 185 
Methodist Episcopal .............. 3 6 9 
Swedish Emanuel ................ 1 0 1 
Greek Orthodox ................. 0 3 3 
Assyrian Orthodox ............... 1 0 1 
Christian Science ................ 0 1 1 
Unity Church of Christ........... 0 1 a | 
0 1 1 


psychiatric clinic has been to place the child in the 
hands of one of the excellent special agencies al- 
ready existing in the community (Judge Baker 
Foundation, New England Home for Little Wan- 
derers, Children’s Aid Association, Massachusetts 
Department of Mental Hygiene clinics and so 
forth) rather than to attempt to build up a com- 
plete but duplicating adolescent clinic. The serv- 
ices of the psychologist (C. R. A.) are particularly 
helpful in deciding on the disposition and hand- 
ling of children where questions of intelligence 
levels, vocational aptitudes and so forth arise. 


The occupation, race and religion of the patients 
are shown in Tables 4, 5 and 6. It was impossible 
to have a special group of unemployed because of 
frequent shifting; many patients found employ- 
ment in the course of their treatment at the clinic, 
and vice versa. One gains the impression that with 
a single exception the racial distribution of the 
population from which the hospital draws its pa- 
tients is quite accurately reflected in the racial dis- 
tribution of our cases; the exception is to be found 


! 
WoMEN | 
| 50 

1 
0 
0 
1 
1 
1 1 
0 
0 
l 
2 
3 
4 
l 
1 
0 
2 
8 
2 

Indian-Scotch-Irish .............-. 

Jewish-Irish-American ............ l 

! 
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in the disproportionately large number of Jew- 
ish patients, 95 (21 per cent). 

The financial rating of the patients, shown in 
Table 7, gives a good idea of the economic levels 
from which they are recruited. It is interesting 
that the largest single group is composed of pa- 
tients with an A rating, who pay 50 cents a visit, 
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psychiatric clinic in the out-patient department of 
a small general hospital are discussed. 

To this clinic were referred 443 cases in three 
years; these patients made an average of about six 
visits each. 

Women outnumbered men by about 3:2. 
Eighty-five per cent of the patients were under 


Taste 7. Total Number of Visits and Total Income. 


MEN 
RATING NO. OF NO. OF FEES 
CASES VISITS 
22 112 16.80 
Totes 238 1041 $236.30 


WoMEN TOTAL 
NO. OF NO. OF FEES NO. OF NO. OF FEES 
CASES VISITS CASES VISITS 
165 742 $371.00 267 1153 $576.50 
50 212 53.00 62 268 67.00 
44 149 22.35 66 261 39.15 
103 377 199 804 
5 30 ll 65 
367 1510 $446.35 605 2551 $682.65 


These ratings are determined by the economic status of the patient: patients with an A rating pay fifty cents per visit, those with a B rating 
twenty-five cents, those with a B-x rating fifteen cents, and those with a C or X rating nothing. 


rather than, as might have been expected, the com- 
pletely indigent. It is also to be noted that the 
clinic as currently organized can count on an an- 
nual income of something over two hundred dol- 
lars from the patients themselves. 


SUMMARY 


Some of the problems of the organization of a 


fifty years of age, and 12 per cent were under 
twenty. 

About half the patients (221) were diagnosed as 
suffering from a form of psychoneurosis, and of 
these 80 per cent were of the anxiety type. 

About 10 per cent of the patients were psychotic, 
and the question of institutionalization came into 
consideration in these cases. 


CANCER OF THE STOMACH 
Howarp M. Crute, M.D.,* anp Tuomas J. ANcLtem, M.D.t+ 


BOSTON 


| N THE five years from January 1, 1935, to Jan- 
uary 1, 1940, we have examined and treated 68 
cases diagnosed preoperatively as cancer of the 
stomach. A review of our experiences with these 
cases reveals much that is discouraging, but nev- 
ertheless gives reason for at least some optimism. 
We shall report our analysis of the results of 
treatment including both ward and private pa- 
tients, and give our views regarding certain meas- 
ures that may tend to improve the present, rather 
depressing, situation. 

Until Billroth’s first successful gastric resection 
in 1881, cancer of the stomach was amenable to no 
known form of treatment, and carried a mortality 
of 100 per cent. In the years immediately follow- 
ing, little progress was made because few cases 
reached the surgeon sufficiently early to permit 
resection. Cancer of the stomach was known clin- 


*Professor of surgery, Boston University School of Medicine; surgeon-in- 
chief, Massachusetts Memorial Hospitals. 
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ically only in its advanced stages, and the persist- 
ent representation of the disease in textbooks and 
in medical teaching in terms of the signs and 
symptoms of: its late stages has been one of the 
serious obstacles in the way of progress toward its 
control. 

A study of the histories in our series indicates 
that many physicians are still thinking of gastric 
cancer in terms of its advanced stages: in terms 
of severe epigastric pain, of a palpable epigastric 
mass, of coffee-ground vomitus, of severe anemia 
and extensive weight loss — symptoms and signs 
that, in the vast majority of cases, mean inoper- 
ability and hopeless prognosis. It is apparent that 
physicians in general are not sufficiently alert to 
the now well-established fact that there are no 
early pathognomonic signs or symptoms of gas- 
tric cancer. We doubt whether it is recognized 
that, if early diagnosis is to be established, the dis- 
ease must be suspected on the basis of symptoms 
that can be said to be at most vaguely suggestive, 
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that is, indigestion, dyspepsia, unexplained weight 
loss or anemia, however mild, and what Harris' 
calls “stomach consciousness” developing in a pa- 
tient who has previously been oblivious of his gas- 
tric function. 

This failure to suspect the possibility of cancer 
on the basis of early symptoms was the prime cause 
of delayed diagnosis in our cases, and we were 
astonished at the number of cases in which the 
patients were treated medically for months before 
x-ray studies were even considered. Many were 
kept under treatment with pills and powders for 
three months without any suggestion of x-ray 
study, and some went six months to a year before 
any attempt was made to learn the cause of the 
persistent or changing digestive disturbances. 

It is not commonly recognized how rapidly can- 
cer of the stomach grows and metastasizes. In 
our experience are cases with x-ray evidence of 
apparently small lesions that developed into inop- 
erable growths in two to five months. Obviously, 
then, an active, aggressive policy of investigating 
the cause of digestive symptoms immediately after 
onset is the first necessary step if the salvage from 
this disease is to be increased. 

Not all the onus for the delay in the detection 
of gastric cancer, however, can be laid on the 
shoulders of the physician. The x-ray diagnosti- 
cian and also the surgeon are not infrequently re- 
sponsible for considerable procrastination. 

A definite factor, of great practical importance, 
which militates against the establishment of early 
diagnosis is the high cost of adequate x-ray stud- 
ies. We have discussed this matter with a number 
of excellent physicians engaged in general practice, 
and it has been their common experience that 
gastrointestinal x-ray examination, advised in cases 
of digestive disorders of mild or moderate degree, 
is frequently refused by the patient because of the 
expense involved. Whether or not it is feasible 
for roentgenologists to provide adequate gastro- 
intestinal examinations for a fee more within the 
reach of the average patient is difficult to say. 
Certainly from the standpoint of both surgeon 
and patient some step in this direction is impera- 
tive if the mortality from cancer of the stomach 
is to be reduced. 

In the hands of the expert roentgenologist, the 
presence or absence of gastric cancer is generally 
regarded as being demonstrable with an accuracy 
of 90 or 95 per cent. In spite of what are now re- 
garded as adequate diagnostic methods, there re- 
main, nevertheless, cases in which the roentgeno- 
logical opinion is not borne out by the findings at 
operation. There were, for example, 5 cases in 
this group in which the operative findings did not 
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entirely confirm the x-ray diagnosis. In 3 cases 
x-ray studies showed the typical deformity of gas- 
tric cancer and yet at operation no lesion was 
found in the stomach. Cases with exaggerated gas- 
tric peristalsis and spasm often confuse the roent- 
genologist, and the diagnosis can often be settled 
only by exploratory laparotomy. In all the above- 
mentioned cases there were other findings sug- 
gestive of cancer. Even though these are equivo- 
cal, one would hesitate to disregard repeatedly pos- 
itive x-ray studies. In 1 case a prepyloric lesion 
thought on x-ray examination to be cancer proved 
to be a fibroma of the stomach wall. Resection was 
carried out because the benign nature of the process 
was not recognizable until the specimen was re- 
moved. In the fifth case there was much differ- 
ence of opinion between several members of the 
x-ray and clinical staffs as to the nature of the 
small prepyloric ulcer that was visible in the film. 
Because of this uncertainty a subtotal gastrectomy 
was performed. A small ulcer was found proxi- 
mal to the pylorus on the lesser curvature of the 
stomach. Sections of this ulcer were reviewed by 
three Boston pathologists, all of whom agreed that 
it was a precancerous lesion —not yet fully ma- 
lignant. 

Such a case as the last cannot be considered as 
a failure in x-ray diagnosis. On the contrary, on 
examination of the specimen it was astonishing 
that such a tiny lesion could be seen by x-ray. 
It is clear, as shown in several other cases in our 
series, that the inability of the x-ray diagnostician 
to make a definite differential diagnosis between 
ulcer and cancer may easily lead to undesirable 
delay in instituting proper therapeutic measures. 
In a recent case, for example, the roentgenologist 
reported a large ulcerating lesion as probable 
cancer and suggested that the patient return in 
three weeks for re-examination; operation dis- 
closed a hopeless cancer with widespread metas- 
tases. This practice is by no means unusual with 
both internists and roentgenologists. The ob- 
jective, of course, is accuracy in diagnosis, but 
such a diagnosis attained by defying the progress 
of the disease is often too dearly bought to justify 
the practice. When the x-ray picture is at all 
suggestive of cancer, immediate surgery is prefer- 
able to delay and repeated x-ray examination. 

The value of accurate preoperative diagnosis can- 
not be too much emphasized, and we do not wish 
to urge hasty exploration. Long delays must be 
avoided. Obviously, it is a very grave matter to 
subject to gastric resection patients with benign 
lesions amenable to operative procedures of lesser 
magnitude or to purely medical treatment. Every 
reasonable aid must be employed to determine the 
diagnosis preoperatively. It is well known that 
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the surgeon is often unable to determine at the 
operating table whether an early gastric lesion is 
benign or malignant. We have removed lesions 
that appeared to be benign and found them malig- 
nant; and conversely we have resected lesions that 
appeared to be malignant but were benign. 

In many cases of suspected gastric cancer the 
diagnosis is definitely established by x-ray exam- 
ination. In other cases the findings are equivocal, 
and the roentgenologist is either unwilling to 
commit himself or is led into error. We are con- 
vinced that one of the commonest causes of such 
error is that examination is carried out on an organ 
that has long been partially obstructed, and that 
accurate delineation of the lesion is impossible be- 
cause of the presence of fluid and food particles 
in the stomach or because of edema and thickening 
of the gastric wall and hypertrophy of the gastric 
rugae. In such cases satisfactory x-ray studies can 
often be carried out only after three or four days 
of decompression of the obstructed organ by in- 
termittent or continuous gastric drainage. Not 
infrequently, however, even when the first x-ray 
studies are made under favorable circumstances, 
it is still impossible to arrive at a definite diag- 
nosis. In such cases we are accustomed to keep 
the patient on a careful ulcer diet, with Sippy 
powders, for five or ten days, after which the x-ray 
studies are repeated. Persistence of pain, of the 
defect, without evidence of healing, and of occult 
blood in the stools constitutes strong presumptive 
evidence of cancer. The converse, it is essential 
to emphasize, is not necessarily true. Temporary 
amelioration of symptoms and temporary diminu- 
tion in the size of a cancerous ulceration often 
occur after medical treatment, and are sources of 
error which may lead to delay in establishing the 
true diagnosis. 

The perfection of gastroscopic technics by Schind- 
ler and others provides another diagnostic method 
that is most useful in cases where the diagnosis 
remains uncertain after x-ray examination; gas- 
troscopy should be carried out in all such cases. 
In our experience, however, gastroscopy is by no 
means an innocuous procedure, and serious acci- 
dents and fatalities may follow its use. We have 
seen esophageal perforations with fatal termina- 
tion in 2 cases referred elsewhere for gastroscopic 
study. In neither case was the lesion malignant. 

It is in these occasional uncertain cases that the 
surgeon may be responsible for too long a delay 
before resecting the stomach. When the internist 
and roentgenologist are in doubt, it is at times 
very difficult for the surgeon to insist on resection. 
The uncertainty of the diagnosis makes him hesi- 
tate to subject the patient to the unavoidable yet 
considerable risk that this procedure involves. 
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However, it is in such cases that he has his best 
chance to perform a safe resection. The knowledge 
that subtotal gastrectomy carries an operative mor- 
tality of 10 to 20 per cent should not lead him to 
delay operation. In this series, the 4 postoperative 
deaths in a group of 27 resections all occurred in 
cases with very extensive lesions. Any one of them 
might very reasonably have been rejected as of 
doubtful operability. We have every reason to 
believe that gastric cancer can be resected with a 
very low mortality rate if early cases are selected. 

Nineteen of the 68 cases (29 per cent) were ex- 
plored and found to be inoperable. One patient 
in this group died postoperatively of cardiac fail- 
ure and pulmonary edema. Eleven other cases 
were not suitable even for exploration, and in 8 
only palliative operative procedures were possible. 
Of 68 cases in the series, 38, or more than half, 
were hopeless from the point of view of operative 
curability when first seen. It is apparent without 
further comment that the early diagnosis of gas- 
tric cancer is still far from satisfactory. 

Although one may be inclined to criticize the fail- 
ure of physicians to refer cases of gastric cancer 
for surgery earlier in the course of the disease, the 
surgeon who must subject over a quarter of his 
patients to exploratory laparotomy to establish in- 
operability also leaves himself open to some crit- 
icism. 

The question of accuracy of diagnosis should 
embrace the separation not only of malignant from 
nonmalignant lesions, but also that of operable 
from inoperable cases. The decision as to opera- 
bility in any given case is often difficult, however, 
and since this is a matter of extreme urgency, it 
should be decided only after the most careful 
search for evidence of advanced disease. ‘These 
patients fall very largely in the older age group, 
and are oftener than not seriously debilitated by 
their disease. The ratio of operative mortality 
from simple exploration is high—about 5 per 
cent. Obviously, it is entirely unwarranted to sub- 
ject these patients to so great a risk of primary 
mortality if it is at all possible to establish inoper- 
ability by clinical methods. 

The criteria that indicate inoperability are well 
known. In brief these are the presence of a large 
fixed mass; ascites; involvement of the cardiac 
opening of the stomach by the lesion; a roentgeno- 
gram showing the stomach drawn close to the 
spine or to the right of it (suggested by Allen?); a 
large nodular liver (we have several times found 
only the left lobe of the liver palpably enlarged); 
and the presence of distant metastases. 

The search for distant metastases should in all 
cases include the most painstaking palpation of 
the supraclavicular areas, — particularly the left, 
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which is more often affected,—for the presence 
of involved lymph nodes, the Virchow’s or sen- 
tinel nodes; careful rectal examination for evi- 
dence of metastatic nodules along the rectal shelf 
or in the pouch of Douglas; and careful palpa- 
tion of the umbilicus, which is occasionally the 
site of disease that has extended down along the 
round ligament of the liver. 


When any doubt as to operability exists the case 
should be explored, for it is not rare to find that 
cases that preoperatively appear to be of dubious 
operability are on exposure readily operable. On 
the other hand, in a recent case, which to all ap- 
pearance beforehand was operable, it was only 
after a considerable amount of dissection that wide 
adherence to the pancreas was shown to make the 
growth inoperable. 


The development of peritoneoscopy may aid in 
the recognition of inoperable cases that, in the 
past, have come to exploration. It is true that 
surgeons, impelled by a desire to overlook no 
chance for the patient, frequently explore cases 
in which they have little doubt of the inoperability 
of the lesion. In this group of cases where one 
finds peritoneal implants, liver metastases or ascites, 
peritoneoscopy has its greatest use. In the true 
borderline cases, however, we are inclined to be- 
lieve that a small incision permitting digital ex- 
ploration of the stomach, the gastrohepatic omen- 
tum and the liver is more informative than is 
peritoneoscopy, and certainly little if any more dis- 
abling. Parsons and Welch® also emphasize the 
limitations of peritoneoscopy in this respect. 

In 8 of our 68 cases we adopted some palliative 
operative procedure, such as jejunostomy, or an- 
terior or posterior gastroenterostomy, with 1 fa- 
tality. This patient died a few days after opera- 
tion, and no patient survived more than a few 
months. In 2 cases worthwhile relief from vomit- 
ing, lasting for a few weeks, has been afforded 
by posterior gastroenterostomy. Anyone who fol- 
lows such cases to the end, however, must cer- 
tainly question the wisdom of operative procedures 
of a palliative nature in cases in which the disease 
cannot be successfully extirpated. Only occasion- 
ally is the palliation afforded worth while. More 
often the end result is nothing more than a slight 
prolongation of the terminal stage of the disease. 
The point is made by Balfour’ that the surgeon 
must not extend palliation to inoperable patients 
at the price of a prohibitively high operative mor- 
tality. Such a mortality in this group would raise 
the general mortality for all gastric-cancer surgery, 
and would undoubtedly result in deterring oper- 
able patients from accepting surgery. 
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In this series there were 27 out of 63 cases (43 
per cent, or 52 per cent of 52 malignant cases) 
in which resection was carried out. There were 
4 postoperative deaths, a mortality of 15 per cent. 
Three of these were from peritonitis and 1 from 
bronchopneumonia. 

Total gastrectomies were performed on 2 pa- 
tients, both of whom were alive twenty months 
after operation. One of them has not been ob- 
served, but reports that he feels well and works 
every day. The second patient was recently re- 
operated on for bilateral Krukenberg ovarian tu- 
mors, and several small metastatic peritoneal im- 
plants were observed. 

Sufficient time has not elapsed to make follow- 
up statistics in this series very valuable. In 1935, 
1936 and 1937, however, 12 patients survived re- 
section. Although 7 of these lived for two years 
or more, all but 1 of the group is now either 
dead or has a definite recurrence. In 1938 and 
1939, 11 successful resections were done. All the 
patients are still alive, although 2, who have lived 
twenty months following operation, have recur- 
rence. 


SUMMARY AND CONCLUSIONS 


Of 68 patients accepted for treatment with a 
preoperative diagnosis of gastric cancer, 5 proved 
on exploration to have either benign lesions or no 
demonstrable lesion. Of the remaining 63 cases, 
11 (17 per cent) were not suitable even for ex- 
ploration; 19 (30 per cent) were explored and 
found to be inoperable; 8 (13 per cent) were suit- 
able for only palliative operations; 25 (40 per 
cent) received resection. Of the 27 resectable le- 
sions, including 2 that were benign or borderline, 
2 were so extensive as to require total gastrec- 
tomy. The mortality in the resected group was 
15 per cent. 

Study of this series emphasizes once again the 
oft-repeated and discouraging fact that temporiza- 
tion for weeks and months and late diagnosis in 
cases that should at once be regarded as pos- 
sible cancer is almost the rule. Since there is 
no immediate prospect of any new therapeutic 
method by which the appalling mortality from this 
disease can be reduced, it becomes imperative to 
utilize to the full the knowledge we already have. 
The burden of responsibility rests on the medical 
profession, first in the education of the public to 
the necessity for seeking medical advice for vague 
epigastric distress, indigestion and dyspepsia in 
middle life; and secondly in the acquisition, our- 
selves, of the habit of demanding an exact diagnosis 
when such patients present themselves, by the en- 
ergetic use of existing diagnostic facilities. 
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The results following resection in the operable 
cases are almost equally disheartening, but there 
is some encouragement in the knowledge that the 
last two or three decades have shown a slowly 
but gradually increasing salvage. For example, 
no longer ago than 1914, Friedenwald° found only 
9 resectable cases in a reported series of 1000; and 
in 1923, Cheever,® in a review of 236 cases, found 
only 23 (10 per cent) resectable. In contrast with 
these figures, our resectability figure of 40 per 
cent, Walton’s’ of 44 per cent and the high figures 
reported by all recent contributors convince us that 
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progress is being made. In earlier diagnosis, and 
perhaps in a more radical type of resection, lie 
the possibilities for continued improvement. 

171 Bay State Road 
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A NEW TYPE OF MEDICATION TO BE USED IN BRONCHIAL 
ASTHMA. AND OTHER ALLERGIC CONDITIONS* 


PRELIMINARY NOTE 


ALtAn Brown, M.R.C.S. (Lonp.), L.R.C.P. (Enc.) 


BOSTON 


"| as paper presents a simple method for the 
symptomatic and prophylactic treatment of 
bronchial asthma, and especially for the attacks 
that occur during the night, some six or more 
hours after retiring. The advantages of medica- 
tion directed against nocturnal dyspnea of this 
type are obvious, since the patient is spared an ex- 
perience associated with acute physical and mental 
distress, more intense than those usually experi- 
enced during daytime activity. He is, however, 
also spared certain associated symptoms not al- 
ways given the emphasis they deserve. Nocturnal 
asthma not only disturbs sleep, but when occur- 
ring some six hours after retiring may shorten 
the hours of rest so that the patient undergoes a 
slight but continuous nervous exhaustion. This in 
itself acts to the detriment of his daytime activity, 
and directly or indirectly, may make him prone 
to further asthma. When nocturnal asthma has 
occurred over a period of time, it may take on the 
characteristics of a conditioned reflex, in which 
case special treatment becomes more than usually 
difficult since the patient must, in addition, learn 
to unlearn a bad habit. 


Certain physical factors are important. An at- 
tack of asthma tends to deform the chest, the de- 
formity being noticeable for some time after the 
attack has ceased. Such deformity may be avoided 
by giving medication prophylactically. Attacks 
that take place during the day can be prevented, 

*The expenses for this work were pactially defrayed by a grant from 
the Asthma Research Foundation, Boston. 
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but except for the medication to be described be- 
low, there is at present no simple method of treat- 
ing, either symptomatically or prophylactically, 
bronchial asthma of the nocturnal type. 


Previous METHODS OF TREATMENT 


The range of present-day methods for the symp- 
tomatic treatment of bronchial asthma cover med- 
ications taken orally, subcutaneously, intravenously 
(in hospitalized patients) and by nebulizer. All 
are effective in controlling symptoms of moderate 
severity if taken when asthma occurs. Only two 
of these methods can be used prophylactically, and 
both fall short of perfection for the patient whose 
symptoms arise some hours after retiring. 

Ephedrine taken by mouth is efficacious for only ~ 
a few hours, the relief it brings rarely lasting the 
night. Doses sufficient to prolong the effect are 
associated with undesirable side actions, especially 
tremor, nervousness and insomnia. Sedatives in 
small amounts control these, but in large amounts 
may cause a “hang-over.” Injection treatment by 
means of epinephrine in oil has its own special dis- 
advantages. This type of injection, since the oil 
is difficult to handle and the syringe and needle 
must be perfectly dry, requires too elaborate a 
technic for the patient who lacks skill or intelli- 
gence. The reaction may be unpleasant and the 
swelling large and painful for some days. An 
accidental intravenous or back-seepage reaction 
causes nausea, vomiting, and headache of great in- 
tensity. Furthermore, the present cost of this type 
of treatment makes it prohibitive for the patient of 
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moderate means. It is also true that, although the 
pharmacologic effect of the epinephrine base may 
last from four to twenty-four hours, the maxi- 
mum effect undeniably occurs during the first few 
hours following the injection, a time when the 
patient may in reality need it least. 

The ideal solution of this problem was envisaged 
as a type of medication that could be taken at bed- 
time and by mouth. It should consist of time- 
tried drugs, and should become effective several 
hours after ingestion. 


New Metuop oF TREATMENT 


As a first step toward devising such a remedy, 
the various medications that might be used were 
investigated. Although several drugs of the ephed- 
rine group were available, some were too new 
or too expensive. I have used ephedrine sulfate and 
sodium phenobarbital extensively for some years 
and have, in common with other allergists, found 
the combination valuable for the symptomatic 
treatment of bronchial asthma. For two years, 
theophylline sodium acetate has also been em- 
ployed, with a synergistically enhanced effect. Cap- 
sules and tablets containing ephedrine, a sedative 
and one of the purines have been used for a num- 
ber of accepted commercial preparations. Theo- 
phylline sodium acetate’ has been shown in other 
fields of investigation to be superior to theophyl- 
line ethylenediamine, and this experience was re- 
peated in the present series. 

Capsules containing 4 gr. of ephedrine sulfate, 
Y, gr. of sodium phenobarbital and 3 gr. of theo- 
phylline sodium acetate were dispensed over a 
period of eighteen months to 189 patients encoun- 
tered in private practice and in the Allergy Clinic 
of the Boston Dispensary. The medication was 
also utilized in other allergic complaints not in- 
cluded in this report, and in addition was sent to 
171 physicians practicing allergy, for use on their 
private patients. Although their experiences par- 
alleled those here described, the numbers and ef- 
fects are not included in the present report. All 
the patients reported on in the present paper had 
bronchial asthma and were classified as follows: ex- 
trinsic, 80 cases; intrinsic, 50 cases; and mixed, 10 
cases. 

In every case in which the usual doses of ephed- 
rine and phenobarbital were adequate, the capsule 
just described was equally or more effective. Psy- 
chologic factors are of course difficult to evaluate, 
especially for new medications. No objective 
method of measurement except the patients’ state- 
ments could be found. The usual method of 
tabulation of results was not practical. No pa- 
tient had an exact record of the number of attacks 
preceding treatment or, if possible to judge, of 
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their intensity. All patients were receiving treat- 
ment aimed at the fundamental causes of their dif- 
ficulty. All except those who had side reactions, 
to be described below, agreed that the relief came 
on more quickly and was more complete than that 
given by other medications they had received. All 
refused to return to the previous medication while 
the new one was available. This was especially 
significant, since some of these patients used the 
capsules for symptomatic relief for more than 
eighteen months. 

Of the total number of patients given the cap- 
sules, 13 complained of side reactions. These in- 
cluded tremor, palpitation and headaches due — 
as proved experimentally — to the ephedrine, small 
doses of which caused the difficulty. These pa- 
tients were unable to continue with any ephedrine 
medication. Six of the patients who were given 
the capsules complained of nausea and indiges- 
tion. This was found to be due to the theophylline 
sodium acetate, and the patients were therefore 
given capsules without this component. Four pa- 
tients complained of nausea, but because of the 
relief given by the three drugs combined, con- 
tinued to take the capsules containing theophylline. 
No case of sensitivity to phenobarbital was encoun- 
tered in the present series, and in no case was 
there a sedative “hang-over” due to the 4 gr. of 
phenobarbital. Two patients complained that all 
gelatin capsules caused pyrosis. 


ENTERIC-CoaTED MEDICATION 


The dosage having been stabilized and its clin- 
ical effect proved, an enteric coating was manu- 
factured. It was planned to have this dissolve in 
four or five hours. The coating contained cetyl 
alcohol, gum mastic, balsam of Tolu, gelatin, 
gum Arabic and sugar. Acetone, alcohol and water 
were used as solvents. The coating was applied 
in the usual way, a tablet of specific weight be- 
ing placed in a rotary coating pan and the proper 
amount of coating material added. A mixture of 
warm and cold air was circulated through the 
mixture so that there was gradual and uniform 
evaporation of the solvent. The process was con- 
tinued until the enteric coating was of the de- 
sired thickness. Samples were tested for disin- 
tegration in vitro with artificial gastric juice, and 
other tablets of the same coating but containing 
barium sulfate were used for testing in vivo. By 
experimentation on human subjects, roentgenologic 
evidence was obtained that the coating dissolved 
in three and a half to five hours. 

Enteric-coated tablets were given to a total of 
117 patients, of whom 61 also received the plain 
capsule, since asthma occurred either during the 
day or during the first four hours following retir- 
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ing. The remaining 56 patients had no asthma 
during the day but usually had symptoms arising 
four or more hours after retiring, and were given 
the enteric-coated capsules alone. It must be un- 
derstood, however, that the classification was not 
always so clear as that implied; and those given 
both capsules and tablets had occasional nights 
when asthma occurred only during the first few 
hours following retiring or during the few hours 
before arising. The 61 patients, therefore, who re- 
ceived both capsules and tablets were those whose 
asthma might occur during either period of the 
night or both. When previous investigation showed 
their attacks to be irregular, they were controlled 
with both a capsule and a tablet given on retiring. 
Either medication alone protected only for its 
period of efficacy. The remaining 56 patients had 
asthma only during the hours preceding arising 
and therefore received only the enteric-coated 
tablets. So far as was practical, fecal examination 
was made as often as possible, and in all such 
cases none of the tablets were found to have passed 
through the intestinal tract undissolved. 

Of the 117 patients, 8 complained of awaking 
six hours following medication. They were free 
of asthma, but unable to fall asleep again. This 
state was attributed to the theophylline, and either 
this drug was omitted or additional phenobarbital 
was given. 

Patients who had asthma both during the day 
and at night showed the most striking improve- 
ment. The ability to sleep during the night les- 
sened in almost all cases the number or intensity 
of daily attacks. This was especially true of 
the intrinsically asthmatic patients, a group re- 
calcitrant to the usual treatment by capsules 
with theophylline sodium acetate. It must be 
mentioned that not all patients got relief at all 
times. For those attacks of great severity that 
were not helped in the past by ephedrine and 
phenobarbital alone, the capsules and tablets were 
also not effective except occasionally. If the pa- 
tient suffered from moderate and mild symptoms, 
the new medication was definitely more effective. 

Six patients not included in any of the above 
groups were treated while in status asthmaticus. 
They were given epinephrine in oil in doses vary- 
ing from 1 to 2 cc., each cubic centimeter of the 
oil containing 2 mg. of epinephrine. The injec- 
tions were given at 8 a.m. and 8 p.m. Because 
the work of Gaddum,’ showing the enhanc- 
ing effect of ephedrine on epinephrine, they were 
given the capsule described above at the same 
times. With the evening injection of epinephrine 
in oil they were given both the capsule and the 
enteric-coated tablet. Two of the 6 patients re- 
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quired additional medication during the night, 
but after the second day 4 were able to sleep all 
night. In previous attacks, and in attacks subse- 
quently, in which epinephrine in oil was given 
alone, the effect did not last through the night. 
For these patients, the capsules and tablets given 
alone were not more than mildly effective. 


Case REporTs 


Case 1. E. B., a 35-year-old man, had had “bronchial 
trouble” until the age of 7 and typically infective bronchial 
asthma from the age of 20. Attacks of status asthmaticus 
had occurred at intervals of 1 or 2 months, or less. The 
diagnosis was bronchial asthma and chronic asthmatic 
bronchitis. When not taking treatment, the patient had 
asthma associated with exertion and upper-respiratory infec- 
tions. He also had symptoms following changes in baro- 
metric pressure. He quite commonly awoke in the early 
morning with an asthmatic attack, which usually required 
adrenalin. Capsules relieved him completely when taken 
for attacks during the day. The enteric-coated tablet and 
capsule taken at bedtime gave him a full night’s sleep. 


Case 2. E. D., a 45-year-old man, had had chronic 
bronchitis in the winter of 1938-1939. In April, 1939, 
he had his first attack of asthma, which was very severe 
and is said to have lasted 17 days. The patient was hos- 
pitalized and had several attacks until July, but was free 
from them until December. He then had typical upper- 
respiratory infection and was beginning to wheeze again, 
and had asthma for 3 weeks following each cold and 
attack of bronchitis. Adrenalin gave only occasional relief. 
Ephedrine and Amytal relieved mild attacks. The patient 
had had morphine on various occasions, Skin tests showed 
a +++ reaction to feathers and a +++ reaction to dust. 
The capsules described above completely relieved the pa- 
tient. A capsule and tablet at bedtime gave a full night's 
sleep. Asthma recurred during the night as soon as the 
medication was stopped. 


Case 3. E. D., a 39-year-old woman, first developed 
“asthma” 2 hours after birth. The attacks were perennial 
and continuous, with spasmodic exacerbations. There 
were no environmental or seasonal factors. The patient 
was worse when near the ocean and following nonspecific 
reactions such as excitement, distention, infection, baro- 
metric change, and the smell of fried food or gas. All the 
teeth and the turbinates had been removed. The patient 
weighs over two hundred pounds and is on a reduction 
diet. One capsule gives relief within twenty minutes. 
A capsule and a tablet give complete relief lasting all night. 


Case 4. J. S., a 45-year-old man, had bronchitis begin- 
ning in October or November each year from 1912 to date. 
In 1918 he had epidemic influenza. The first asthmatic 
attack occurred October 3, 1919. The patient was then 
entirely free from asthma until 1921, and then had spas- 
modic attacks at varying intervals coming on each fall 
but ceasing in the spring. He was first seen in August, 
1939, when he was severely ill with status asthmaticus. 
He was given | cc. of epinephrine in oil at 8 a.m. and 
8 p.m., and at the same time the capsule described above. 
In 2 days he was able to dispense with epinephrine, and 
all asthmatic attacks, although previously not controlled 
by ephedrine and Amytal, could be controlled by the un- 
coated capsule. 
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Cast 5. C. P., a 47-year-old man, had hay fever in 1919, 
and had treatment with ragweed extract every year except 
1924 and 1928. The symptoms were seasonal until 1938. 
In January, 1939, the patient had his first attack of asthma. 
He had vaccine treatment with slight relief and had since 
had almost continuous asthma. He now obtains a full 
night’s sleep on taking a capsule and a tablet, and only 
partial relief when taking either alone. Cessation of medi- 
cation results in the immediate reappearance of symptoms. 


CoNCLUSIONS 


Capsules containing ¥, gr. of ephedrine sulfate, 
Y, gr. of sodium phenobarbital and 3 gr. of theo- 
phylline sodium acetate were used for the treat- 
ment of 189 allergic patients over a period of eight- 
een months. Of these, 140 had bronchial asthma. 
The mixture given in a standard gelatin capsule 
was found to be more effective than ephedrine and 
phenobarbital, given alone or combined with other 
purines. 

A tablet with an enteric coating that did not 
dissolve for three and a half to five hours was used 
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for patients whose symptoms began in the early 
morning hours. For patients whose symptoms 
began at irregular intervals a capsule and tablet as- 
sured a full night’s sleep. When used for patients 
more severely ill, they enhanced the effect of epi- 
nephrine in aqueous solution, or epinephrine in oil. 
The combined oral administration of a capsule 
and a tablet was effective in controlling symptoms 
for twelve to fourteen hours or more in patients 
who had had several attacks of asthma in a sim- 
ilar control period. 

These same patients, spared the physiologic and 
psychologic upheaval of the unexpected attack of 
bronchial asthma and disturbed sleep, had less 
asthma during the day and for some subsequent 
nights when medication was omitted. 
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DIVERTICULITIS* 
Joun F, ErpMann, M.D.+ 


NEW YORK CITY 


N men, pain in the left lower quadrant, with 

nausea or vomiting, predicates diverticulitis of 
the sigmoid; in women, in whom this disease is of 
relative infrequency, such pain may mean any one 
of numerous diseases. 

From 1919 to April 1, 1940, I operated on 90 
patients for acute diverticulitis, of whom 69 were 
men and 21 were women. Carman’ stated that 
there are two or three cases in men to every case in 
a woman. In my series, several patients had had 
multiple attacks. One had had two distinct per- 
forations during a period of thirteen or more years, 
for each of which he was operated on. Several 
others had had two attacks and 1 three for which 
they had been operated on. The gangrenous per- 
forations in each case were in demonstrably dif- 
ferent areas. 


In 1931 I operated on a fifty-one-year-old man 
for an acute diverticulitis with perforation. The 
operation was a suturing of the perforation. In 
1933 he had another perforation fully 12 cm. above 
the previous site, and pus was found as high as the 
renal fossa. Suturing and drainage were success- 
ful. A third attack occurred on February 2, 1938, 
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when a fecalith 0.9 cm. in diameter was found free 
in a collection of pus. At that time I resected 15 
cm. of the sigmoid after the method of Mikulicz, 
and fourteen days later opened the right lower 
quadrant of the abdomen, removing an exception- 
ally long and gangrenous appendix. Previous to 
the first operation the patient had had several at- 
tacks in the left lower quadrant that were treated 
with ice bags. Today he is in superb health, but 
I am always worried that he will have another at- 
tack. 

I’ called attention in 1918 to the possibilities of 
repeated attacks. My associate at that time, Dr. 
Thomas Russell, also found in one of his patients 
a second perforation, remote from the site of the 
first. 

These succeeding gangrenous attacks, of neces- 
sity, call for a very guarded prognosis in a patient 
suffering a first attack. The number of patients I 
have seen and operated on for the acute condition 
has led me again to review the literature as to 
causation and to express my own views derived 
from clinical observations, 


CAUSATION 


Graser’ attributes the formation of diverticula to 
hernial protrusions, which, following the emerg- 
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ing veins and taking a wandering course through 
the intestinal walls, finally reach the serosa. This 
conclusion was based on the study of 28 cases, from 
which he made more than a thousand sections. 

Sudsuki* made a series of observations, contend- 
ing that Graser’s conclusions were fallacious. 

Klebs®> noted that the protrusions occurred in 
close relation to points of exit and entry of the 
blood vessels in the intestine along the mesenteric 
attachment, and offered a series of arguments for 
these protrusions, chief among them being that 
the intestinal wall is weakest at the mesenteric at- 
tachment. 

Klebs’s argument is certainly fallacious, for in 
my series of patients, both those operated on and 
those in whom the protrusions were found to be 
inactive while I was operating for other causes, 
the most frequent site was that of the convex and 
lateral aspects of the colon, chiefly in the fat lobules 
or epiploons, and rarely in the mesenteric folds. 
Furthermore, the view of Klebs that mesenteric 
traction has a tendency to weaken the wall and is 
therefore a productive factor, appears to bear little 
weight. 

Old age as a factor is disproved by 2 patients of 
Hartwell and Cecil,® aged seven and ten, 1 of my 
own, a boy under seven, and a number of the pa- 
tients under forty used as material for this arti- 
cle. Ransohoff' reported the occurrence in 2 chil- 
dren and called the condition perforating sigmoid- 
itis and perisigmoiditis. 

Hartwell and Cecil, in summing up the etiology 
of this disease, after considering the various theo- 
ries and arguments, were driven to the conclusion 
that “up to the present time no complete explana- 
tion of the primary cause of intestinal diverticula 
has been offered. The most that can be said is 
that, for some cause, a weakness exists in the in- 
testinal coats, and that by reason of the weakness 
a pouching of the coats takes place when undue 
pressure arrives.” I am inclined, from my clinical 
experiences and from roentgenographic observa- 
tion, to the conclusion that diverticula are of con- 
genital origin, although some may be acquired. 

Reference to the literature and my own observa- 
tions produce sufficient evidence that the entire 
alimentary tract from the esophagus to and through 
the rectum is liable to diverticula. During the 
last sixteen years I have operated on patients who 
had diverticula other than colonic. Among those 
were 6 or more duodenal, 1 gastric, several of the 
gall bladder, 3 of the cecum and ascending colon 
and several of the appendix. One of the appen- 
dicular operations was performed on a child under 
seven years of age. Many cases have also been 
observed, during various abdominal operations, of 
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diverticula scattered through the lesser as well as 
the greater curvature of the stomach. 

In the patients with acute manifestations, some 
food or fecal content is often found in the pouch 
involved, leading one to believe that these foreign 
bodies act in the same productive manner as do the 
foreign bodies that are found in the appendix. 

Diverticulosis is a condition in which many di- 
verticula are found either by operation or by roent- 
gen examination and today is a well-established 
disease, at least roentgenologically if not sympto- 
matically or clinically. It requires but the onset 
of a pathologic process of one or more of the pro- 
trusions to become a definite clinical entity. 


CLASSIFICATION 


Although various classifications as to false and 
true, acquired and congenital diverticula have been 
in vogue, that of true diverticula, in which all coats 
of the intestine are present, and the false diver- 
ticula, in which one and usually two coats are ab- 
sent, is the most popular and desirable for a work- 
ing basis. 


PATHOLOGY 


The pathologic conditions found may be of as 
many varieties as there are types of appendici- 
tis, from a simple catarrhal, better-called acute, 
type through those with exudative and occlusive 
changes to those with ulceration and gangrene 
with perforation. All these may or may not be ac- 
companied by, or rather followed by, true abscess 
formation, and finally the acute processes may 
recur or never resolve and a malignant change 
may eventually arise. 

These malignant changes are reported frequent- 
ly enough to give some weight to the possibility 
of an implantation of a malignant nature on a 
former simple inflammatory growth. Neverthe- 
less, even though in my series of patients with 
this disease I have found a malignant condition in 
6 or 8, it seems certain that the condition is not 
a result of the disease but a coincidental state. It 
should be borne in mind, however, that location 
of the malignant implantation at the site of a pro- 
longed irritation is always possible. 

In many of these patients a low-grade infection 
exists, proceeding finally to a marked thickening 
and new growth, which at first resembles a malig- 
nant growth in its symptomatology as to partial 
or complete obstruction, and which roentgeno- 
graphically may be so confusing at times as to de- 
mand exploration for a positive diagnosis by the 
microscope. One of the most frequent complica- 
tions in the acute types is abscess formation with 
adhesions to a hollow viscus and perforation; the 
bladder is most frequently involved. This com- 
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plication occurred in several patients in my oper- 
ative series, and in 1 patient not only was the 
bladder perforated but a contact portion of the 
sigmoid also, and two perforations of the ileum 
were present. A recent patient on the eleventh or 
twelfth day of his disease showed a 1-cm. perfora- 
tion into the posterior wall of the bladder, pass- 
ing an extremely foul urine mixed with fecal mat- 
ter. On exposure by operation on the fourteenth 
day, two perforations in the sigmoid were found 
to be in contact with the bladder perforation. 


On three or four occasions I have seen high 
perforations in the rectum which produced ischio- 
rectal abscesses, the origin of which in each was 
undoubtedly a gangrenous diverticulitis. Several 
patients had a history of sudden onset of pain, 
with the subsequent formation of this type of ab- 
scess. 

That satisfactory spontaneous recovery occurs 
in cases of diverticulitis cannot be disputed, any 
more than it can be denied that patients with ap- 
pendicitis, definitely evidenced by symptoms, make 
a nonoperative recovery. 

Early in 1926 I removed 25 cm. of the sigmoid 
in a man fifty-four years of age, whom I had seen 
three years previously in an acute but subsiding 
attack, and who had been examined for mild at- 
tacks at various times during that period by his 
physician. His fourth attack, which required opera- 
tion, was followed by the formation of a large 
mass in the left lower quadrant of the abdomen, 
encroaching on the hypogastric zone. On expo- 
sure not only was a marked amount of thickening 
and obstruction evident, but three large pockets of 
foul pus were evacuated. 

During the last ten years I have removed vari- 
ous lengths of sigmoid for these conditions, one in 
a woman seventy-four years of age who also had 
an incarcerated femoral hernia. 


SYMPTOMATOLOGY 


It was formerly believed that an appendicular at- 
tack occurred in the left side as a result of the 
terminal portion of the appendix extending across 
to the left, or that there was a transposition of the 
appendix with infection. Although these cases — 
particularly the former type—do occur, it has 
been possible for years, in the great number of 
cases, to diagnose the condition definitely as di- 
verticulitis. 

The symptoms and signs are allied to the vari- 
ous types of appendicitis, such as the fulminating 
one, in which pain in the left lower quadrant rap- 
idly develops, the pulse and temperature keeping 
pace with the invasion, together with abscess for- 
mation, distinct pain on pressure and finally mass 
or tumor formation. Eventually, if operation is 
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not performed, the following terminations may oc- 
cur: death from peritonitis, resolution (occasion- 
al), perforation into a surrounding viscus (the 
bladder most frequently), ischiorectal abscess, and 
in the event of nonresolution or nonoperative in- 
tervention, thickening of the intestinal wall and 
surrounding fat, so that obstruction of varying 
degree results. In the fulminating type, it may 
be that one must take refuge in the diagnosis and 
exploration of an acute condition of the abdomen. 
The diagnosis in women, as stated before, is diff- 
cult at times, owing to the many diseases that may 
arise in the tubes and ovaries. 

In the subacute variety, a state of subsidence fre- 
quently occurs that enables the x-ray diagnosti- 
cian to be of assistance. The very low-grade type 
with marked infiltration presents occasional evi- 
dence of obstruction in mild or incomplete form, 
with no evidence of blood or mucus as in carci- 
noma. With a proctoscope inserted to its full 
length one can eliminate carcinoma, at least in those 
patients in whom carcinoma starts in the mucosa, 
recognizing the fact that only a minimal number 
of cancers of the sigmoid or colon ever arise out- 
side the mucosa. Nevertheless, I have never seen 
mucosa of the colon involved in a case of diver- 
ticulitis. The contrary holds true in malignant con- 
ditions. There is no more difficult procedure than 
that of seeing through a proctoscope the openings 
of any of these diverticula; yet one can conceive 
of the accidental exposure of a relatively small 
opening, or of the opening into a large diverticu- 
lum in which the mouth is also large. 


Dracnosis 


In making a diagnosis of this condition, the gen- 
eral aspect and the age of the patients are to be 
considered. Most patients are short, stocky, well- 
nourished and overweight, usually in the fourth or 
fifth decade, and they give a history of some die- 
tary indiscretion as is also frequently noted in tak- 
ing the history of a patient with appendicitis. The 
youngest of my patients was under seven years of 
age and the oldest eighty-one, both males, whereas 
the majority were from forty to forty-eight. 

The onset is characterized by abdominal pain 
that is more definitely located in the left lower 
quadrant than the pain in appendicitis. There is 
nausea or vomiting and a rapid rise in tempera- 
ture and pulse, with concomitant tenderness on 
pressure in the left lower quadrant, varying in lo- 
cation from the iliac fossa, the usual site, to the 
mid-hypogastric zone. The blood examination 
gives the typical picture of an acute infection. 

Rectal evidence as to the site of the involve- 
ment varies. If the lesion is high in the sigmoid, 
little or no evidence is present, whereas if it is lo- 
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cated in the lower segment of the colon, ample 
signs can be detected, chiefly pain in the first 
few hours, followed by a palpable mass. Again, 
if the area involved is in the midsigmoid area, pro- 
vided that sufficient mobility is present, the evi- 
dence may be obtained by combined rectal and 
suprapubic pressure. 

The greatest difficulty in making an accurate 
diagnosis prevails in malignant cases with per- 
foration, for owing to the perforation a temperature 
exists, and a tumor or mass is present, as may be 
the case in patients with infection without cancer. 
In the patient with carcinoma a careful history will 
often bring to light evidence of occasional pain, 
colic, constipation, loss of weight, blood (not found 
in diverticulitis) or mucus in the stool, tenesmus, 
frequency of desire to defecate or pain in the back, 
and blood examination may show a distinct second- 
ary anemia. When it is possible to use x-rays with- 
out danger to the patient, these are frequently of 
great aid. The possibility of both diseases being 
present should be borne in mind. 


Gross PATHOLOGY 


When the abdomen is opened, the intensity of 
the process varies. Noninflamed diverticula are 
seen protruding from any or all of the surfaces of 
the intestine. They are balloon-like elevations, 
resistant to the sense of touch, and may present 
evidence of containing foreign bodies. 

The acutely inflamed type varies from a markedly 
injected diverticulum or epiploic appendix to one 
distinctly gangrenous. In the majority of patients 
on whom I have operated, one or more of the 
epiploic appendices in the vicinity were found to 
be involved by contiguity with the ultra-diseased 
one. These tabs of fat, epiploons or epiploic ap- 
pendices, were either extremely hard and intensely 
injected or were in stages varying from hemor- 
rhagic to gangrenous involvement. On section of 
the epiploic variety, near or at the base, a diver- 
ticulum is usually found. These bodies or pouches 
are round or oval, and range in size from that of 
a small seed to that of an olive, usually being about 
the size of a pea. 

The resected colon, when opened, presents the 
appearance of a healthy mucous membrane thrown 
into folds, and here and there a crypt or long open- 
ing, into which probes of varying sizes may be in- 
troduced, some openings readily admitting a probe 
the size of a small pea. In various pouches round 
foreign bodies are present, which prove to be fecal 
concretions. The wall of the colon in chronic 
cases is thickened, the lumen diminished and the 
intestine quite often densely bound to adjacent 
structures. 


DIVERTICULITIS — ERDMANN 


849 


McGrath® has shown that most diverticula are 
of the false variety, and that the mucosa is pushed 
through the muscularis in the region of the pene- 
tration of vessels. In sharp contrast to this pic- 
ture is that of the colon on section in malignant 
cases. The mucous membrane is destroyed. A 
deeply excavated area in the intestinal wall exists, 
with hardening of the tissue about it, and the 
lumen is irregularly compressed by the growth, 
if not completely annular. If the lumen is annular, 
the opening is diminished as the growth increases, 
a phenomenon similar to the closing of the dia- 
phragm in a camera. The intestine contains 
sloughing, foul-smelling, purulent bloody material. 

Among my cases of diverticulitis, 2 were in the 
cecum, | in the vicinity of the ileocecal valve and 
1 at the beginning of the ascending colon. 


I repeat that operation does not predicate a 
clean bill of health as regards occurrence or recur- 
rence, since in 1 case over sixty-four diverticula 
were demonstrated in 12 cm. of a section of sigmoid 
removed for cancer; in all the other patients in 
whom careful search was made numbers of diver- 
ticula were found, not involved by inflammation. 

Two of my cases, previously recorded,’ pre- 
senting definite attacks and coming to operation 
the second time, and the case cited above with 
the three attacks, each followed by operation and 
involving a sigmoid length of not over 15 cm., 
also constitute undeniable evidence of the pos- 
sibility of repeated attacks. A guarded prognosis 
as to recurrence is naturally necessary. In my 
series there is a record of repeated invasion in 4 
per cent of the cases. 


Some of the earlier reports of long cures of can- 
cer by resection must be taken less seriously at the 
present time and the cases considered as diver- 
ticulitis. I reported one such case, in which I oper- 
ated on a woman in 1909 for an obstruction sup- 
posedly due to carcinoma. The entire pelvis was 
filled with a hard, nodular mass, the temperature 
was normal and a complete obstruction existed. A 
sigmoidostomy was done. In the course of two 
years all movements occurred by rectum except 
for a slight leakage through the contracted sig- 
moid anus. The patient was reported well many 
years later. 


Procnosis 


In acute cases with early operation the prog- 
nosis is good, whereas in chronic cases with re- 
section it is equal to that of all ordinary intestinal 
operations of approximately the same severity. Of 
27 patients operated prior to 1919, 4 died, a mor- 
tality of 14 per cent; the mortality rate of the 
cases cited today is far lower. 
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‘TREATMENT 


The acute condition of the abdomen presents but 
one solution in all patients in whom no cardiac 
or renal contraindication exists, namely, early op- 
eration. One should no more await resolution 
in an abdomen in the acute type of this disease 
than one should in an allied condition due to 
appendicitis, cholecystitis or salpingitis. 

The habit into which some observers fall of 
waiting and using ice in acute abdominal cases 
may bring about occasional good results, but most 
frequently the outcome shows the effects of delay 
due to ignorance or poor observation. I have never 
seen the bad results that are said to follow im- 
mediate operation for acute salpingitis, acute ap- 
pendicitis and ruptured tubal pregnancies, and I 
heartily condemn delay and applaud early surgi- 
cal action. 

In the chronic type of case no hurry is de- 
manded, because positive obstruction rarely occurs. 
Partial obstruction is frequent. Here overzealous- 
ness should be subjugated to treatment, since it has 
been shown that the construction of an artificial 
anus proximal to the obstruction may work won- 
ders in allowing absorption to take place in the 
thickened portion. Asa result, the channel eventu- 
ally approaches a normal condition. In other 
cases resection is necessary. Resection is frequently 
best done, and with the lowest mortality, by the 
Mikulicz procedure. End-to-end suture has a 
greater life hazard than the operation just men- 
tioned, whereas side-to-side anastomosis is prac- 
ticed only in certain cases. 


Several types of acute cases in the early state 
should be considered. In cases in which the forma- 
tion of a mass has not occurred, attempts to re- 
pair the perforation are indicated and meet with 
great success. Where abscess exists, liberal drain- 
age and, when feasible, attempts at repair are in- 
dicated. In the event of partial obstruction, the 
establishment of an artificial anus proximal to the 
perforation and obstruction at times brings ex- 
cellent results. 

A fair proportion of these two varieties of cases 
may present a fistula for a few weeks or months 
after operation. It is invariably of small caliber 
and is easily taken care of and need cause no 
alarm, for healing is the rule. In several patients 
the fistulas have lasted for a few weeks, — one for 
four years, — and eventually all have healed. Be- 
tween the establishment and the cure of the fistula, 
only an occasional visit to the surgeon, for atten- 
tion to granulations, is necessary. Multiple fistulas 
require active intervention. 

In 1936 an interesting case came under my care. 
It was impossible to repair a large gangrenous, 
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perforated diverticulum and drainage was estab- 
lished. During his time in the hospital the patient 
had two attacks of pneumonia and pleurisy with ef- 
fusion. After discharge he had a single opening, 
which closed and reopened at intervals, and at the 
end of two years remained permanently closed. 
While on a cruise in the South Seas he had an at- 
tack of acute appendicitis and was operated on by 
a ship’s surgeon. The boat headed for Honolulu, 
the first landing place possible, but the patient 
died as they were nearing port. 

I now have under my care a man on whom I 
operated last spring. He has from 1 to 3 per cent 
sugar in his urine, and his stay in the hospital 
was very stormy. He has a well-established fistula 
with a tendency to repair and is able to control 
his sugar. 

One interesting case was that of a man about 
sixty-nine years of age on whom I had done a 
perineal resection of the lower rectum for carci- 
noma. He was in the habit of attaching an enema 
tube to the tap in his bath and washing out his 
colon. One day the pressure became so great as 
to rupture the bowel. On opening the abdomen it 
was found that a diverticulum had been ruptured. 
The water had entered the peritoneal cavity, and 
a general peritonitis followed, with death. 

In 1905 a physician from a neighboring state, 
rather short, obese and in his early forties, com- 
plained of pain in the lower left quadrant. This 
was followed by fever, an increase in pulse 
and mass formation. I opened the abdomen and 
drained an abscess, without doing any further 
exploration. Subsequent to recovery the patient 
developed a fistula, and after a few months’ treat- 
ment his fellow-practitioners sent him to Rochester, 
Minnesota. There he saw the late William Mayo, 
who advised no interference, since it was an ex- 
ceptionally small opening and did not hinder the 
patient in his professional duties. 

In acute cases in which the diverticulum is situ- 
ated between the plates of the peritoneum in the 
mesentery, it has been my custom for several years. 
to split the peritoneum on both sides parallel to 
the vessels, in order that freer drainage may oc- 
cur from the fat of the mesentery and hence that 
the possibility of retroperitoneal lymphangitis, the 
most vicious type of absorption, may be diminished. 

The behavior of an artificial anus in a recent 
patient of forty-four, with a gauze and rubber-dam 
drain, was not so good as expected. The patient 
had chills with fever for days, so that by the sev- 
enteenth day a secondary abscess was drained. At 
about the seventh week a closure of the artificial 
anus was done, but the anus broke open on the 
ninth or tenth day afterward. Secondary sinuses 
formed. Although the patient’s chest had been 
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repeatedly examined for tuberculosis, the observa- 
tions had all been negative. A roentgenogram 
revealed an abscess cavity in the right apex fully 
5 cm. in diameter and a dense infiltration of the 
entire left lung. There was no cough at any time, 
and very scanty sputum. An examination of the 
sputum showed that it contained innumerable tu- 
bercle bacilli. The patient has been sent west to a 
higher and drier zone. At neither of the abdom- 
inal operations was there any visible evidence of 
peritoneal tuberculosis. He recently reported that 
he was in excellent health and that the fistula was 
still present. 


SUMMARY 


Diverticulitis is usually a disease of the left 
lower quadrant, but may occur anywhere along 
the length of the colon and small intestine. 

It occurs in males four times as often as in fe- 
males; the greatest incidence is between forty and 
fifty years of age, but attacks in children have been 
reported. The patients are usually well-developed, 
short, fat and overweight. 

Diverticulosis rarely presents any symptoms suf- 
ficiently diagnostic to focus the physician’s atten- 
tion, but in a series of gastrointestinal roentgeno- 
grams this condition is often found. If diverticu- 
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losis is present and the patient gives a history of 
acute attacks of low abdominal pain, the former is 
likely to receive slight attention so far as the pre- 
vention of the latter is concerned. However, one 
can but suggest proper attention to the bowels in 
these patients, being careful not to make the pa- 
tient so conscious of his anatomic or pathologic 
conditions as to become a mental invalid. 

The presence of a diverticulum in the intestine 
merits no more attention than does the existence of 
the appendix or gall bladder, except that there may 
be many diverticula, whereas there is only one ap- 
pendix and one gall bladder. Therefore, ordi- 
narily the chance of acute diverticulitis is greater, 
but clinical evidence shows that diverticulitis is far 
rarer than disease of the gall bladder or appendix. 
122 East 70th Street 
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RADIATION TREATMENT OF PLANTAR WARTS* 
Joseprt H. Marks, M.D.,t Cuirrorp C. Franseen, M.D.t 


BOSTON 


HE incidence of plantar warts has appeared 

to increase in recent years, owing perhaps to 
the increasing popularity of sports and the fre- 
quent use of school and public shower baths and 
locker rooms by large numbers of people. They 
occur most frequently in persons of high-school 
and college age. Their commonest site is beneath 
the heads of the metatarsals, but they may appear 
on any part of the foot. 


The symptoms of plantar warts range from 
slight discomfort on direct pressure to marked dis- 
ability and even actual confinement to bed. The 
proper treatment has frequently been long delayed 
through failure of the physician or podiatrist to 
recognize the condition. The patient is not in- 


frequently treated for a “painful callus” for months 
*Presented at the annual meeting of the Massachusetts Medical Society, 
Boston, May 21, 1940. 
From the Palmer Memorial Hospital, Boston. 
tRoentgenologist, Palmer Memorial Hospital. 
tAssociate surgeon, Palmer Memorial Hospital. 


and even years before the correct diagnosis is 
made; the pain has in many cases been relieved 
for longer or shorter periods of time by paring 
down the overlying callus, but permanent relief 
is not obtained until the wart is destroyed. 


In any painful callus, careful search for a wart 
should be made. On weight-bearing surfaces 
warts do not project above the surrounding skin as 
on the hands, but are flat and are usually sur- 
rounded by callus formation. Small, reddish or 
brownish-black dots may be seen through the cal- 
lus, or may be made evident by moistening the 
callus or paring away the less translucent super- 
ficial layers. These dots represent the capillary 
loops of the wart. Some of them may become 
broken, and small amounts of dried blood may 
thus be deposited in the skin. 

The present treatment of plantar warts does 
not lie within the field of any one medical spe- 
cialty. They are treated by general practitioners, 
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dermatologists, surgeons, x-ray and radium thera- 
pists and podiatrists. The diversity of methods 
used does not attest the simplicity of their removal, 
but rather the unsettled status of treatment, and a 
single patient is frequently treated by members of 
various specialties and by various methods before 
success is attained. 

Warts, especially crops of numerous small warts, 
may disappear spontaneously; on the other hand, 
large isolated ones may stubbornly resist treat- 
ment. Because of the tendency toward spontane- 
ous disappearance many superstitions have arisen, 
and whatever may have been done immediately 
preceding their disappearance is credited with the 
cure. Cures have been obtained by numerous 
methods that, in many cases, must have affected 
the wart only slightly. For example, disappear- 
ance of warts has been reported following acci- 
dental or intentional rubbing or injury by various 
objects, and also following the local injection of 
various solutions into their bases. Caustics, in- 
cluding strong acids and alkalis, have been very 
popular, especially among podiatrists. Multiple 
treatments are usually required, and frequently the 
caustic produces considerable discomfort after each 
treatment. Treatment by autogenous or typhoid 
vaccines and other foreign proteins has also been 
credited with cures. Prolonged courses of small 
doses of magnesium sulfate by mouth have been 
advocated, especially in children. 

The experience with plantar warts at the Pal- 
mer Memorial Hospital has been largely limited 
to radiation treatment, which was attractive be- 
cause it was painless in application, usually gave 
little or no discomfort during the reaction, and 
appeared to give a high percentage of satisfactory 
results. During the last two years, however, a 
number of unfortunate results of the treatment 
of plantar warts with x-ray and radium have come 
to our attention, and we have therefore under- 
taken a review of the 175 cases treated in this 
hospital between January 1, 1930, and May 1, 1939. 
Follow-up examinations on 50 of these cases have 
been made within the present calendar year, each 
of the patients having been treated at least twelve 
months prior to the follow-up examination. 

Of the 175 cases treated, the primary treatment 
was by radium in 158 cases. Of these, radium was 
applied only once in 115 cases, twice in 26 and 
three or more times in 8. In 9 cases the primary 
radium treatment failed and was followed by some 
other method of treatment. Twenty-nine of the 
radium-treated patients returned for examination, 
and it was found that 22 were cured, 16 after 
one treatment and 6 after two or more treatments. 
Of the 6 cases which had been treated two or 
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more times, 2 showed minor atrophic changes in 
the skin and 1 showed marked atrophy at the 
site of treatment. It is believed that the latter 
patient may develop a radiation ulcer at a fu- 
ture date. In 7 of the cases the treatment by 
radium did not result in cure. The subsequent 
course of these 7 cases was as follows: 1 was 
cured by electrodesiccation and 1 by excision, 1 
had a persistently painful wart within an area of 
atrophy, and 4 later received x-ray therapy in this 
or other hospitals. This group of 4 will be dis- 
cussed in more detail below. The number of fail- 
ures in the follow-up group is probably dispropor- 
tionately high because it has seemed easier to fol- 
low those patients in whom the result was poor. 
Many patients with satisfactory results could not 
be persuaded to return for examination. 

Fifteen patients were treated primarily by x-radi- 
ation. The fact that this treatment was not used 
before 1937 accounts, in part, for the small num- 
ber in this group. All these patients returned for 
re-examination one year or more after treatment. 
Ten patients showed complete cure, with only 1 
showing slight atrophy of the skin at the site 
of treatment. One, with the wart on the great 
toe, had such marked atrophy that amputation of 
the toe became necessary when ulceration occurred 
after trauma. One patient showed a small rem- 
nant of the original wart but was symptom-free. 
Three others failed to obtain cure by x-ray and 
were later treated successfully by electrodesiccation. 

We wish to call special attention to a group of 
6 patients who had x-ray treatment here or else- 
where following failure of radium to cure. Of 
these, only 2 had satisfactory end-results. The 
remaining 4 patients make up an_ unfortunate 
group who had radiation ulcers necessitating 
hospitalization for surgical procedures to re- 
place the damaged tissues. Three required ex- 
cision of the area of ulceration followed by plastic 
repair. One required amputation of a toe. All 
had received two or more radium treatments fol- 
lowed by x-ray treatment and had been treated 
over periods of five, five, nine and eleven years 
respectively. The experiences of this group of pa- 
tients served as the stimulus for the present study, 
and we strongly urge that repeated heavy doses of 
x-ray or radium should not be employed in the 
treatment of plantar warts. The histories of these 
patients suggest that a long interval of time be- 
tween treatments increases rather than decreases 
the danger. 

It is our opinion that many of the enthusiastic 
recommendations of radiation treatment of plantar 
warts that have appeared in the literature are 
based on a follow-up examination made too soon 
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after the conclusion of the treatment and before 
the late end results were known. Although re- 
lief of symptoms may occur, recurrence may ap- 
pear later, and when large or repeated treatments 
have been given there is always danger of trouble 
from the late effects of the radiation. 

We believe that plantar warts may quite prop- 
erly be treated by single, rather large doses of 
either x-ray or radium, but that such doses should 
not be repeated and that the area so treated should 
not exceed 1.0 cm. in diameter. When using ra- 
dium we have screened the wart closely and have 
used up to 16 millicurie hours of radon filtered 
through 0.3 mm. of steel. The applicators have 
been applied to the surface of the foot after the 
callus overlying the wart has been pared away. 
When using x-ray, single doses of from 1200 to 
1800 r have been given, depending on the site and 
size of the lesion. Experience has shown that 
larger doses are required when the wart is situ- 
ated in the tougher tissues of the ball of the foot 
than when the involved area is in the relatively 
soft tissues beneath the longitudinal arch or on 
the toes. We customarily use radiation generated 
at 200 kv. and filtered through 0.25 mm. of cop- 
per and 2.0 mm. of aluminum. 

We have for several years been accustomed to 
treat multiple warts on the hands with repeated, 
small doses of x-ray at intervals of about one week, 
and have had excellent results. Our usual prac- 
tice for such cases in adults has been to give three 
treatments of about 300r each, but in children 
doses as small as 100r may suffice. If reasonable 
care is used to protect the uninvolved area, it is 
unnecessary to shield closely the individual lesions. 
Some warts completely disappear after one treat- 
ment, and most of them show some decrease in 
size following the second. At the third session 
the field to be treated is usually small, and occasion- 
ally treatment need be applied to only a few re- 
maining lesions. Recently we have applied this 
same method to plantar warts in cases in which 
many lesions were present over a relatively large 
area. Since careful individual shielding of the 
warts is not necessary in this procedure, the minute 
satellite warts are less apt to be missed. The 


PLANTAR WARTS— MARKS AND FRANSEEN 


853 


method has so far yielded excellent results but has 
been used in only a few cases. 

If the first treatment by radium or x-ray is un- 
successful, patients with plantar warts may apply 
for additional treatment elsewhere, and in this 
manner may receive multiple treatments with ra- 
diation, with disastrous results. It is therefore im- 
portant to warn patients not to permit repetition 
of such treatment, and similarly it is important to 
ascertain whether previous radiation has been 
given before treating any new patient. If previous 
treatment has been given, the exact dosage and 
site of treatment must be ascertained. If accu- 
rate information cannot be obtained, further radia- 
tion should not be given. 

During the last year the majority of plantar 
warts have been treated by electrodesiccation, and 
the results have been highly satisfactory. The ab- 
sence of late aftereffects, and the great certainty 
of complete eradication if the treatment is carried 
out thoroughly under adequate local anesthesia 
compensate for the slight discomfort produced by 
this method. It is essential to desiccate thoroughly 
the soft, active base of the wart that lies deep be- 
neath the callus if the treatment is to be successful. 
In all cases where radiation has failed, electrodes- 
iccation has succeeded in eradicating the wart. We 
have recently adopted the policy, therefore, of 
treating all plantar warts by electrodesiccation if 
a single massive treatment of x-ray or radium 
has been given and has failed. 


SUMMARY 


Follow-up studies on plantar warts treated by 
radium and x-ray between 1930 and 1939 empha- 
size the fact that radiation treatment for this con- 
dition should be repeated only with the greatest 
circumspection when the single, massive-dose 
method has been used, no matter how long the 
interval between treatments. Radium and x-ray 
treatment of plantar warts is attractive because of 
its simplicity and relative painlessness, but if a 
single treatment fails to cure, radiation should be 
discontinued. Electrodesiccation, when properly 
carried out, has given excellent results. 

195 Pilgrim Road 
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REPORT ON MEDICAL PROGRESS 


WARTIME PREVENTIVE MEDICINE 
Cuares A. Janeway, M.D.* 


BOSTON 


OR centuries the civilian population has suf- 

fered from the train of misfortunes following 
in the wake of war. In the present and recent 
European conflicts, however, war itself has involved 
the people as a whole. Great cities have become 
the front line of battle, their inhabitants, and par- 
ticularly those who work in industry, the nation’s 
most important soldiers. Thus civilian public- 
health service can no longer be separated from 
military medical service, and public health in its 
largest sense becomes an essential means of main- 
taining national morale. 

A broadly conceived program in wartime pre- 
ventive medicine should operate in at least three 
main fields — psychiatry, nutrition and epidemi- 
ology. Psychiatric study of the effect of inces- 
sant bombing on individual health and efficiency 
seems eminently sound. Nutritional research and 
the prevention of diseases such as pellagra have al- 
ready achieved a place in our national health pro- 
gram. The application of the recently acquired 
knowledge of the structure and function of the 
vitamins may be tremendously important in pre- 
venting epidemics of mental, political and infec- 
tious disease under the strain of war. 

The control of infectious disease has always been 
recognized as a public-health function, and many 
lessons in this field were learned during the last 
world war. Although the great epidemic diseases 
smolder in other parts of the globe, the United 
States has been free of any serious epidemics since 
the influenza pandemic of 1918. With most of the 
rest of the world at war, — regardless of whether 
we become involved or not, — great vigilance will 
be required to prevent the resurgence of epidemic 
diseases. In wartime, masses of people are moved 
into new environments under crowded, unsani- 
tary conditions, and thus the ideal situation is 
created for the spread of infection. The inevitable 
sporadic cases occur, and with many susceptible 
persons in close contact, the infection is rapidly 
transmitted from patient to patient, the infective 
agent increases in virulence and an epidemic is 
soon under way. 


*Instructor in medicine and in bacteriology and immunology, Harvard 
Medical School; associate in medicine, Peter Bent Brigham Hospital. 


ImporTANT WartTIME INFeEcTIOUs DISEAsEs 


The control of infections depends on a knowl- 
edge of their specific etiology and of their mode 
of spread. The first is the foundation of prophy- 
lactic immunization, the second essential for more 
efficient mass-control measures. Before considering 
details, I shall attempt to outline the scope of the 
problem that might arise in wartime. With air- 
planes, disease may reach us from other continents 
within a fraction of its incubation period, and its 
ultimate distribution would depend on the pres- 
ence of susceptible persons, proper environmen- 
tal conditions, sufficient insect vectors and so forth. 
Since our climate varies from arctic in Alaska to 
tropical in Panama, few diseases might not con- 
ceivably be brought to our civilians or troops. 

The following list is far from complete, but in- 
cludes the main infections that health officers and 
physicians might have to deal with: 


Enteric Diseases. 
Bacterial. Typhoid and paratyphoid fevers, dysen- 
tery, cholera. 


Toxic. Botulism, staphylococcal food poisoning. 
Protozoan. Amebiasis. 


Respiratory Infections. 

Virus. Colds, influenza, measles, smallpox, mumps, 
psittacosis, epidemic encephalitis (?). 

Bacterial. Diphtheria, hemolytic streptococcus, men- 
ingococcal and pneumococcal infections, pertussis, 
tuberculosis. 

Contact Infections. 
Spirochetal. Yaws, pinta. 
Metazoan. Schistomiasis, hookworm disease. 


Venereal Infections. 


Virus. Lymphopathia venerea. 

Bacterial. Gonorrhea, chancroid, granuloma ingui- 
nale (?). 

Spirochetal. Syphilis, 


Insect-Borne Infections (often from animal reservoirs). 
Virus. Dengue, yellow fever, equine encephalitis, 
St. Louis and Japanese B encephalitis (?). 
Rickettsial. Rocky Mountain spotted fever, typhus, 
Bartonella infection (?). 
Bacterial. Plague, tularemia. 
Spirochetal. Relapsing fever. 


Protozoan, Chagas’s disease, malaria, kala azar (?). 
Metazoan. Filariasis. 
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Animal-Borne Infections. 
Virus. Lymphocytic choriomeningitis. 
Bacterial. Tularemia, brucellosis, tuberculosis, Haver- 
hill fever. 
Spirochetal. Weil’s disease, rat-bite fever. 


Traumatic Infections. 
Bacterial. Pyogenic infections, gas gangrene, tetanus. 


Some of these infections would be curiosities, 
others such as influenza or malaria might be a 
greater menace than an enemy invasion. Many 
are susceptible to control by proper sanitation, but 
to obtain maximum protection, immunization of 
the individual should also be used wherever pos- 


sible. 
SANITATION 
Enteric Diseases 


Typhoid fever is a rare disease in most large 
cities, but sanitary engineering has not succeeded 
in controlling the milder attacks of bacillary dysen- 
tery and acute gastroenteritis. Many mild ambu- 
latory cases of diarrhea have been proved to be 
bacillary dysentery or salmonella infections. Since 
these patients are not hospitalized, and often not 
even seen by a doctor, the detection of carriers be- 
comes almost impossible. Under military regula- 
tions, rigid examination of food handlers and strict 
supervision of the preparation of food may keep 
these infections in check in cantonments. 

Control of toxic enteritis is more difficult. Bot- 
ulism can be eradicated by proper methods of 
canning, but staphylococcal food poisoning, which 
results from the rapid growth of staphylococci in 
milk, cream, eggs, pastries and meat in a warm 
place, is hard to control. Heat will not destroy 
this toxin. 

Although there are an appreciable number of 
carriers of Endamoeba histolytica in the United 
States, amebic dysentery is relatively rare. In trop- 
ical regions it is endemic. Its prevention depends 
on common-sense sanitary regulations aimed at 
all enteric diseases — cleanliness of food handlers, 
fly control and the proscription of all raw food 
in endemic zones. 

With widespread bombing of cities now preva- 
lent, water and sewage systems would inevitably 
be disrupted, and if civilians were evacuated to 
the country, control of water supplies would be 
very difficult. The public would have to be in- 
structed about boiling all water and cooking all 
food, but compulsory vaccination of the civilian 
population against enteric fever would be essential. 


Contact and Venereal Infections 
These infections constitute a definite threat to 
our troops operating in foreign zones, particularly 
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in the Caribbean area. Obviously, the only pre- 
ventive measures are education of the personnel, 
and in venereal diseases, individual prophylaxis. 
The use of condoms and careful washing or the in- 
stillation of protein silver solution and the local 
application of calomel ointment immediately after 
intercourse have been recommended.’ 


Insect and Animal-Borne Infections 


Mosquitoes of the Aedes group have been shown 
to be the vectors of a number of mosquito-borne 
virus infections. This was first demonstrated by 
Walter Reed and his associates for yellow fever in 
the Spanish-American War, and_ subsequently 
by other workers for equine encephalitis” * and 
dengue. Aedes aegypti, the yellow-fever mos- 
quito, is readily controlled because it can breed 
successfully only in stagnant water stored in ar- 
tificial containers about human habitations. Week- 
ly inspection of houses will eradicate the insects, 
as Gorgas proved in Havana and the Canal Zone. 
Such inspection should be required in the Gulf 
States at least, now that airplane travel brings yel- 
low fever within easy reach of our shores. Recent 
epidemics of dengue prove that sufficient A. 
aegypti can breed here, and that the danger of a 
yellow-fever outbreak is a real one. The United 
States Public Health Service exercises strict con: 
trol over travelers from yellow-fever zones, but 
this cannot be so efficient as eradication of the 
vectors. 

Although yellow fever has gone from tropical 
cities, it is endemic in the jungles of South Amer- 
ica and West Africa. The ultimate reservoirs of 
the disease are unknown, but several varieties of 
Aedes mosquitoes native to the jungle can trans- 
mit the disease to monkeys and man. Here mos- 
quito control is impossible, and hence the suc- 
cessful development of a method of immunization 
is of tremendous importance.® 

Dengue has occurred in epidemics in the South 
several times in recent years. It has been trans- 
mitted to monkeys, and the virus has been culti- 
vated on the chorio-allantoic membrane of the 
chick embryo. No satisfactory methods of im- 
munization have yet been developed.‘ 

The control of malaria is still a vast problem 
in the tropics. In many areas a large percentage 
of the population is infected, and although their 
infections remain latent most of the time, they 
serve as reservoirs from which the disease is trans- 
mitted to newcomers, who may develop severe 
clinical infections. The anopheline mosquitoes 
are wild breeders, and thus mosquito control in- 
volves extensive drainage of swamps and oiling of 
ponds and stagnant pools. For an army in malarial 
country, individual chemical prophylaxis with daily 
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doses of quinine seems to be the only feasible 
method.’ 

A very serious threat to the economic life and 
health of this hemisphere has arisen from the im- 
portation of a new mosquito, Anopheles gambiae, 
into Brazil from West Africa. This mosquito is 
a vicious biter, breeds particularly around human 
habitations, is very susceptible to infection and 
has no natural enemies in South America. Con- 
sequently, without the introduction of new strains 
of parasites, epidemic malaria has broken out 
wherever this insect has made its appearance. Bar- 
ber® states: “There is no doubt that this invasion 
of Gambiae threatens the Americas with a catas- 
trophe in comparison with which ordinary pesti- 
lence, conflagration, or even war are but small and 
temporary calamities. Gambiae literally enters into 
the veins of a country and remains to plague it for 
centuries.” The Brazilian government and the 
Rockefeller Foundation are waging a hard fight 
against this menace in an attempt to localize and 
exterminate the mosquitoes. 

One of the most fatal epidemic diseases, plague, 
is transmitted by fleas and lice. Plague has its 
reservoir in rats, among which epidemics break 
out when the proper combination of many sus- 
ceptible rats and abundant fleas appears. As the 
rats die, the fleas leave their hosts and may at- 
tach themselves to humans; thus the bubonic form 
of plague results. If sufficient human cases occur 
under crowded conditions, cases of pneumonia de- 
velop, plague bacilli are passed from person to 
person by droplet infection and the pneumonic 
form of plague occurs, with a mortality of about 
100 per cent. Plague-infected wild rodents are 
distributed over a wide area in the Far West, 
and plague-infected rats are present in Louisiana, 
although human cases are extremely rare. 

Rats form the reservoir for two other serious in- 
fections, typhus and leptospirosis (Weil’s disease 
or epidemic jaundice). Classic or European typhus 
is passed from man to many by human lice, but 
on this continent typhus is essentially murine. If 
lice from infected rats attach themselves to man, 
typhus results, and it may then be passed to other 
humans or back to rats, depending on the whims 
of the lice. In southern Georgia and Alabama, 
and to some extent throughout the South, typhus 
cases occur annually, and these areas remain foci 
from which epidemics might spread. Mexico has 
always had typhus, particularly in the neighbor- 
hood of Mexico City. 

Weil’s disease bears considerable resemblance to 
yellow fever clinically, with high fever, jaundice, 
oliguria and albuminuria. It is caused by two va- 
rieties of leptospira — Leptospira icterohaemorrha- 
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giae, carried by rats, and L. canicola, carried by 
dogs. Infected but apparently healthy animals 
carry the organisms in the kidneys, and large 
numbers are shed in the urine. The infection is 
contracted through ingestion or mere contact with 
infected excreta, particularly in sewers and con- 
taminated water. This disease has been reported 
in various parts of the country, some cases hav- 
ing occurred in Boston. Obviously the control 
of all these infections involves the protection of 
men from rats, which may be quite difficult when 
there is widespread destruction of buildings, docks 
and warehouses from air raids. 


In this country we have a number of similar 
diseases, some endemic in wild animals, trans- 
mitted by the bites of various blood-sucking in- 
sects, which might cause trouble to large bodies 
of men operating in the field. Bubonic plague, 
mentioned above, and tularemia are widespread 
among wild rodents. Relapsing fever has been 
found in ticks in the Southwest, and Rocky Moun- 
tain spotted fever, the wild analogue of typhus, 
is endemic in the Rockies and in the Middle At- 
lantic states. Military surgeons and physicians re- 
sponsible for the health of evacuated civilians must 
be familiar with the diseases of their districts, and 
should enforce strict precautions against blood- 
sucking insects, particularly ticks. The latter are 
capable of transmitting the etiologic agents of 
Rocky Mountain spotted fever, tularemia, and 
Western equine encephalomyelitis to their off- 
spring, and hence are a perpetual menace. 


Respiratory Infections 


Undoubtedly the most contagious and difficult 
to control of all human infections are those involv- 
ing the respiratory tract. Anyone interested in the 
problems that this group of diseases raised dur- 
ing the last world war should read the late Dr. 
Zinsser’s recent paper,’® which gives the morbid- 
ity among the enlisted men in this country dur- 
ing 1917 and 1918 as 473,279 cases of influenza, 
38,846 cases of measles and 102,950 cases of mumps. 
If a disease like pandemic influenza strikes, it is 
hard to see how any practicable mass-control meas- 
ures can halt its spread, but doubtless attention 
to a few simple rules may reduce its morbidity and 
mortality. Zinsser suggested that new recruits be 
mobilized in small groups near home, toughened 
gradually, and not assembled in large camps in 
new regions until they are in excellent physical 
condition. Beds in sleeping quarters should be 
separated by at least six feet, and any man with 
a respiratory infection should be kept in bed un 
til his symptoms subside. In hospitals, ultra-violet 
screens to kill air-borne bacteria and viruses pass- 
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ing through them are on trial,’* but there are many 
difficulties in their application to military barracks. 

How effective prophylactic administration of 
sulfonamide drugs to patients with influenza may 
be in preventing bacterial complications remains 
to be seen. But since the viruses of colds, in- 
fluenza and measles pave the way for bacterial 
infections and since their spread is almost impos- 
sible to control, the development of methods of ac- 
tive immunization against these viruses seems es- 
sential. 


IMMUNIZATION 


Anyone who uses immunizing agents for the 
prevention and treatment of disease should be 
familiar with a few general principles of im- 
munology. Therefore, I shall discuss these be- 
fore considering the individual preparations now 
available. 

Immunization may be either active or passive. 
The latter involves the injection of antibodies pro- 
duced by another person or animal, and thus the 
recipient plays a passive role. Such an immunity 
is short-lived, but immediately effective. Foreign 
serum, like tetanus antitoxin, is eliminated rap- 
idly and conveys protection for only about two 
weeks; human convalescent serum is more slowly 
eliminated, so that its antibodies may be detected 
for about six weeks after its injection. 

Active immunization involves the injection of 
antigenic material into the patient, thus stimulating 
him to develop his own immunity. It is the same 
type of immunity that is produced by the infection 
itself, except that the agent has been rendered in- 
nocuous, so that immunity arises without the de- 
velopment of the clinical disease. Whenever pos- 
sible it is the best method since it is more perma- 
nent and effective. One of the great drawbacks to 
the use of antiserums is that it has been impos- 
sible to separate the antibodies passively transferred 
from the principal that evokes an active immunity 
against the foreign serum. Consequently occa- 
sional anaphylactic reactions occur in serum-sensi- 
tive people, and serum sickness frequently arises 
about ten days after injection. 

A great variety of therapeutic serums are avail- 
able for the treatment of disease, but unless they 
are used to prevent infection they are outside the 
scope of this discussion. The development of an 
active immunity to most infections requires a con- 
siderable length of time, —two to six weeks, — so 
that active immunization cannot be used for 
prophylaxis after exposure. Two exceptions to this 
rule are rabies, which has a very long incubation 
period, and smallpox, which has an incubation 
period considerably greater than that of vaccinia. 
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In other diseases, such as tetanus, immediate pro- 
tection must be given with immune serum, which 
may be supplemented by active immunization for 
lasting protection. However, this has been modi- 
fied by the clinical application of a well-known 
immunological phenomenon. Once an active im- 
munity has been established, even though the titer 
of circulating antibodies may be very low, another 
small injection of the antigen will evoke a rapid 
rise in antibody titer, often to a higher level than 
that originally attained. This has been applied 
to the maintenance of established immunity against 
typhoid fever, tetanus and diphtheria. 


Vaccine is the name given to an active immuniz- 
ing agent against disease. It may be a suspension 
of killed micro-organisms for a bacterial disease, 
a suspension of infected tissue for a virus disease 
or an inactivated toxin for one of the bacterial in- 
toxications. In making bacterial vaccines the or- 
ganisms must be fully virulent, they must be killed 
by methods that do not destroy their antigenic 
potency, and the finished product must be kept 
under suitable conditions. The problem of vac- 
cine production against many virus diseases is far 
from solved. Viruses will grow only in living tis- 
sue, either in infected animals or in tissue cul- 
tures. The tissue cells with the accompanying virus 
are killed by some gentle method, and thus the 
completed vaccine is a suspension of dead tissue. 
Other vaccines, notably those for smallpox and yel- 
low fever and the Hégyes rabies vaccine, contain 
living but attenuated virus, and hence unless pre- 
served in the cold lose potency very rapidly. The 
proteins of the virus-infected tissue may act as 
antigens, sensitizing the patient. This seldom 
causes much trouble except with rabies vaccine, 
the last few injections of which may produce severe 
local reactions. Rivers and Schwentker™ thought 
that the disseminated encephalomyelitis that has 
occurred in a few cases was probably due to sen- 
sitization against nervous tissue. Bacterial toxins 
and toxoids are far from being pure preparations, 
but represent filtrates of old cultures, thus includ- 
ing the ingredients of the culture media and the 
products of bacterial autolysis. 


Enteric Infections 


Vaccination against typhoid fever has unques- 
tionably proved its effectiveness. As a result of the 
work of Grinnell,’® Felix and Pitt!* and others, 
the quality of the vaccine has been improved by 
maintaining the virulence of the strain used for 
its production. In this particular region a vaccine 
containing typhoid and paratyphoid B bacilli is 
sufficient, but for the military services it should 
probably contain a member of each of the Salmo- 
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nella or paratyphoid (A, B and C) groups. Vac- 
cine immunity is not absolute, but most cases in 
vaccinated persons have occurred in those not re- 
ceiving the full course of injections, and in gen- 
eral, cases in the vaccinated seem to be somewhat 
milder!" The immunity probably lasts two 
years or more, but revaccination should be re- 
peated annually where there is real danger of ex- 
posure. Recent investigations have shown that 
within several years of the primary immunizing 
course of 0.5, 1.0 and 1.0 cc. at weekly intervals, a 
single injection of 0.1 cc. of vaccine intracutane- 
ously will produce a marked and rapid increase 
in protective antibodies."* This method has the 
advantage of causing much less local or general 
reaction, and should be done annually or more 
often if necessary. Oral immunization against ty- 
phoid fever, recommended by Besredka’’ because 
he thought it produced local immunity in the in- 
testine, has not received general approval, and its 
results are far too irregular to supplant parenteral 
vaccination. 

Prophylactic immunization against dysentery is 
sorely needed, but in the past the attempt has al- 
ways been defeated by the extreme toxicity of the 
killed organisms. Another difficulty is the multi- 
plicity of antigenically unrelated organisms that 
may cause the disease. At present there is no sat- 
isfactory vaccine available. 

Cholera vaccination is widely used in the Orient, 
where a single large injection of vaccine is given. 
If a series of weekly injections were given it might 
produce a far more effective immunity. The most 
reliable statistics suggest that it conveys some pro- 
tection against the disease, but proof is lacking.”° 
Respiratory Infections 

Experience has shown that diphtheria can be 
virtually eliminated by prophylactic immunization. 
In time of war, and certainly in the army, this 
should be obligatory, at least for all Schick-positive 
persons. There is a choice of three immuniz- 
ing agents: toxin-antitoxin, a mixture of a very 
small amount of active toxin with an adjusted 
amount of horse antitoxin; toxoid or formalin- 
inactivated toxin, which can be given in compara- 
tively large doses; and alum-precipitated toxoid. 
Toxin-antitoxin has two drawbacks: it is less effi- 
cient, and it contains horse serum and may sensi- 
tize the recipient. Any toxoid preparation has one 
disadvantage: it is apt to produce painful local 
reactions in adults, owing to the large amount of 
bacterial protein present as an impurity. Ob- 
viously, when chemical purification of the toxin 
can be carried out on a commercial scale, these 
reactions should disappear. Various means of de- 
tecting those apt to develop severe reactions to 
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toxoid may be used. In the performance of the 
Schick test, a reaction at the site of the control 
may be taken as indicating hypersensitivity to the 
proteins of the diphtheria bacillus and as a warn- 
ing that toxoid will produce a reaction. Or a 
preliminary injection of 0.1 cc. of a 1: 100 dilution 
of toxoid may be given intracutaneously. A pos- 
itive reaction within forty-eight hours should be 
taken as evidence of hypersensitiveness and indi- 
cation for the use of toxin-antitoxin, a negative test 
as indication for the use of toxoid. In the French 
army, despite these drawbacks, the enlisted per- 
sonnel has been regularly injected with toxoid,” 
but little is said about reactions in any of the 
French literature. Therefore, one may say that 
every effort should be made to produce purified 
toxoid commercially. Meanwhile, toxoid should 
be used up to the age of ten, but over that age it 
should be used only with the realization that a 
number of painful reactions are to be expected, 
unless tests are done to detect possible reactors. 
For mass immunization of adults, toxin-antitoxin 
is probably best at present. Most studies indicate 
that, whereas toxin-antitoxin is about 85 per cent 
efficient in reversing a positive Schick test, toxoid 
or alum-precipitated toxoid will be about 95 to 99 
per cent efficient under proper conditions.”* Anti- 
toxic immunity is slowly developed, requiring sev- 
eral months. The time factor is important, since 
it has been shown that injections spaced at intervals 
of three weeks are far more effective than those at 
weekly intervals. Alum-precipitated toxoid is apt 
to be somewhat more irritating than plain toxoid, 
because of the alum, but requires fewer injections. 
Thus two injections of 0.5 cc. of alum toxoid one 
or two months apart seem to be highly effective. 
Toxin-antitoxin is given as three 1-cc. doses, toxoid 
as three doses of 0.5, 1.0 and 1.0 cc., four weeks 
apart.” 

Once such an immunity has been established, a 
small secondary stimulus will produce a marked 
and rapid rise in the titer of circulating antitoxin. 
In some persons a Schick test is sufficient to do 
this. The French army gives such an injection de 
rappel a year after primary immunization with its 
triple vaccine (typhoid-paratyphoid A and B, diph- 
theria toxoid, tetanus toxoid) to place the immu- 
nity on a solid basis. 

Pneumonia immunization was given several 
trials during the last war, with some fairly con- 
vincing results. Although handicapped by the 
multiplicity of pneumococcal types, the role of 
viruses in the pathogenesis of respiratory infections 
and the frequency of secondary infections with 
other organisms, the use of a mixed vaccine seems 
to have materially reduced the morbidity and mor- 
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tality of pneumonia in the mines of South Africa.”* 
Felton®® is experimenting with chemical fractions 
of Types 1 and 2 pneumococci. He believes that 
it may be possible to pick out those who are most 
susceptible to pneumonia and concentrate on im- 
munizing them more heavily. Although active im- 
munization against pneumonia is impractical in 
civil life, it may be a valuable measure in large 
military establishments where the disease is apt to 
become epidemic. 

The hemolytic streptococcus, unfortunately, also 
has a multiplicity of types, and seems to make a 
poor immunizing agent when killed. Little is 
known of the incidence of different streptococcal 
types in disease in this country, and hence the pro- 
duction of an effective vaccine is still impossible. 
Commercial streptococcal vaccines and serums are 
valueless at present, unless Thalhimer’s convales- 
cent serums are an exception.”® 

Immunization against meningococcal infection 
seems hardly feasible in ordinary life, because the 
disease is so rare. However, with crowding such 
as occurs in military camps, meningococcal men- 
ingitis often becomes epidemic. Under these cir- 
cumstances, prophylactic immunization with the 
strains isolated from the first cases has a rational 
basis. The results of previous attempts at pro- 
tection by active immunization have not been 
convincing, but they were not carried out under 
epidemic conditions. 

Since Haemophilus pertussis has been proved to 
be the cause of whooping cough, the vaccination 
of infants, six months to one year of age, is indi- 
cated. Large and numerous injections are required, 
and the duration of immunity is unknown. 

Influenza and measles constitute the greatest 
problems in the field of respiratory infections. 
Both are caused by viruses and spread by droplet 
infection, and hence their prevention demands an 
efficient vaccine. With influenza, the attempts in 
this direction have been handicapped by the short 
duration of immunity, the antigenic differences be- 
tween strains and the lack of epidemic conditions 
to put the vaccine to the test. A fortunate occur- 
rence in the laboratories of the Rockefeller Insti- 
tute deserves mention, because it offers a possible 
solution to the problem.” To prevent the spread 
of distemper, a vaccine, made from the ground 
lungs of influenza-inoculated ferrets who had died 
of distemper, was injected into healthy ferrets. A 
month later these animals were inoculated with a 
strain of influenza virus and were found to be 
immune. Further study showed that they had 
become immune not only to distemper, but to all 


the strains of influenza virus available. This phe- 


WARTIME PREVENTIVE 


MEDICINE — JANEWAY 859 
nomenon deserves the intensive study that it is now 
receiving. 

Measles, unfortunately, seems to be transmissible 
only to monkeys, in which it produces an atypical 
and mild disease. Thus the production of vaccine 
is hampered by the lack of suitable test animals. 
Rake and Shaffer** have reported passage of the 
virus on the chorio-allantoic membranes of chick 
embryos for several generations, thence back to 
monkeys, but confirmation of their work is lack- 
ing. Convalescent serum and placental extract 
have been used in passive immunization against 
this disease, and doubtless have a place in pediatric 
practice. Their use on a large scale in military 
practice, however, seems scarcely feasible. 

Smallpox should be classed with the respiratory 
infections. Its prophylaxis by vaccination is well 
known and recognized as essential by all authori- 
ties. Under conditions of stress, revaccinations 
should be carried out on all persons who have 
not had a successful vaccination within three years. 
It is important to emphasize that a vaccination 
is never successful unless there is some sort of re- 
action at the site. An immune person should 
show a papule at the site on the second or third 
day (immune reaction); a partially immune per- 
son should develop an accelerated vesicular re- 
action; whereas a susceptible person should have a 
typical “take” by the seventh day. If nothing hap- 
pens, the lot of vaccine should be discarded and 
fresh vaccine obtained. Failures usually occur be- 
cause the vaccine has been allowed to stand in a 
warm place. Although chick-embryo and tissue- 
culture vaccines have many theoretical advantages 
over calf-lymph virus, they have not proved their 
effectiveness, and the latter should be used at 
present. 


Yellow Fever 


Yellow-fever research advanced by leaps and 
bounds when it was found that the disease could 
be transmitted to monkeys and later to embryo 
chicks and white mice. As a result of many 
passages through mice and chick embryos, a strain 
of virus has become relatively innocuous to human 
beings, although retaining its antigenic properties. 
This living virus in chick-embryo tissue is an ef- 
fective immunizing agent when injected subcuta- 
neously, but must be maintained in a frozen, dried 
state until just before use. Over a million peo- 
ple have been inoculated, including the crews of 
the airliners flying to South and Central America, 
and no accidents have occurred.’ The protection 
conferred in this manner seems to be effective and 
would be of tremendous importance to any armed 


forces operating in the jungle regions of South 
America or Africa. 
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Typhus 


Knowledge of the etiological role of Rickettsia 
prowazeki in typhus and its relation to animal and 
insect hosts has made possible various schemes of 
immunization. Many ingenious methods to pro- 
duce a vaccine have been tried,—the infection 
of lice, which were ground and injected, and 
the use of the tissues of rats that had been in- 
fected following the lowering of their normal re- 
sistance by x-ray treatments, — but these have now 
given way to cultural methods. Cox” has been 
able to make satisfactory vaccine by securing a high 
yield of rickettsia from the yolk sac of the chick 
embryo. Another method, which may make com- 
mercial vaccine production feasible, is the inocula- 
tion of agar-slant tissue cultures with infected yolk 
sacs, as devised by Zinsser, Plotz and Enders.*° 
The rickettsia so grown in tissue culture can be 
harvested in large numbers, formalinized and 
used for inoculation. Similar methods are also 
applicable to the related disease, Rocky Mountain 
spotted fever. 


The methods for the production of virus and 
rickettsial vaccines are far more difficult than those 
for bacterial vaccines, and will always require far 
stricter supervision and attention to minute de- 
tails. 


Tetanus 


The prevention of tetanus is very much the same 
as that of diphtheria, except that toxoid may be 
used at all ages with less risk of reaction. Tetanus 
was appallingly common in the early days of the 
last world war, until the prophylactic injection of 
antitoxin into the wounded became routine. The 
present war has witnessed another advance: 
soldiers are going into the field actively immunized 
against this disease. Since wound infections are 
apt to be prolonged, this should obviate the need 
for repeated injections of antitoxin at later opera- 
tive manipulations to prevent the development of 
delayed tetanus. 

When a wound is received in such an immu- 
nized person, a single dose of toxoid to restimu- 
late the production of antitoxin is all that is neces- 
sary. Within a week or ten days, the titer of anti- 
toxin in the blood should reach higher levels than 
those achieved immediately after passive immuni- 
zation.” In a nonimmunized person, prophy- 
lactic antitoxin should be given, but active im- 
munization with toxoid should be started at the 
same time, so as to give lasting as well as imme- 
diate protection.” 


Chemical and Mechanical Methods 


The Spanish Civil War was not a complete dis- 
aster, because traumatic surgery learned some val- 
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uable lessons. These are embodied in a small book 
by Trueta,”* which every military or civil surgeon 
who handles compound fractures and contami- 
nated wounds should read. His program of treat- 
ment involves: operation as soon as possible, com- 
plete débridement, and complete immobilization of 
the wounded extremity in a plaster cast applied di- 
rectly over the wound. Suppuration occurred in 
most cases, but, with immobilization of the part, 
there was little tendency for the infection to spread, 
and gas gangrene became very rare. Fever seldom 
lasted more than four or five days, and except for 
the foul odor of the discharges draining from the 
end of the cast, the local infection did no harm. 
By this method pain was relieved, generalized in- 
fection cut down and healing progressed in most 
cases with surprising rapidity. 

The question that now arises and is still unan- 
swered is what role the sulfonamide drugs may 
play in preventing infection in these wounds. Brit- 
ish soldiers in the front lines have been given sul- 
fanilamide tablets in their emergency kits with in- 
structions to take them as soon as they are wound- 
ed. In animals these drugs are highly effective 
prophylactically, but the conditions are not those 
of the battlefield. Much work must be done, for 
example, studying the relative merits of oral or 
local sulfonamide therapy in preventing infection, 
the effect of the different drugs on the healing 
process and the length of time sulfonamides should 
be administered. The sulfonamides by mouth 
should at least delay the onset of infection during 
the critical period of transport to the hospital, and 
the combination of débridement, plaster immobi- 
lization and local or oral sulfonamide may eradi- 
cate infection altogether. It is impossible to be 
dogmatic about these things until sufficient reports 
on the use of these methods under war conditions 
in Europe are available. : 

Gas gangrene will probably be controlled more 
effectively by prophylactic sulfonamide, extensive 
débridement and immobilization than it ever will 
be by active or passive immunization. The latter 
was abandoned by the Spanish surgeons because 
of the success of other methods. However, this 
also remains an open question. 


SUMMARY 
Changes in the technic of warfare have mul- 
tiplied the chances of epidemic outbreaks of dis- 
ease, and threaten to make civilian and military 
practice essentially similar in wartime. 
Mass-control methods are to be used wherever 
possible, but they must be supplemented by meth- 
ods of individual prophylaxis. 
Active immunization is feasible against the fol- 
lowing diseases of actual or potential danger in 
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time of war: typhoid and paratyphoid fevers and 
cholera; diphtheria, pneumonia and_ smallpox; 
typhus; yellow fever; and tetanus. Influenza and 
malaria probably constitute our greatest menace, 
because of the lack of effective means of control. 


The improvements in surgical technic with dé- 


bridement and plaster immobilization, active im- 
munization against tetanus, the use of the sulfon- 
amide drugs and rapid transportation to good hos- 
pitals by airplane should greatly decrease the mor- 
tality and disfigurement of the wounded. 
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CASE 26471 
PRESENTATION OF CASE 


A forty-two-year-old Jewish housewife entered 
the hospital complaining of crampy abdominal 
pain. 

Two months before admission the patient began 
to suffer from intermittent, crampy pain in the 
right lower quadrant of the abdomen, which lasted 
for three or four minutes, occurred approximately 
twelve times a day and sometimes radiated to the 
left lower quadrant. She also noticed slight bleed- 
ing and pain on intercourse, especially near the 
time of her periods. For years the catamenia had 
been irregular, but on an average occurred every 
three or four weeks, lasted four days and required 
three pads. There had been slight intermenstrual 
bleeding for an unstated period. The last period 
had occurred one month before admission, fol- 
lowed by a slight vaginal discharge that was white, 
but not blood stained or of unusual odor. In 
addition the patient had suffered from constipa- 
tion for three months, anorexia for two months 
and had lost 8 pounds in the month prior to entry. 

The patient’s father had died of diabetes at sixty, 
and her mother had died of “stomach trouble” at 
fifty-five years of age. Her three children, the 
youngest aged thirteen, were alive and well. The 
patient had had the usual childhood diseases, and 
for two years before entry a cough that was some- 
times productive of white sputum. She had suf- 
fered from bleeding hemorrhoids for the previ- 
ous two years. 


Physical examination showed a well-developed 
and well-nourished woman in no apparent distress. 
Examination of the heart and lungs was negative; 
the blood pressure was 120 systolic, 70 diastolic. In 
the right lower quadrant of the abdomen there 
was a hard, movable, tender mass that was esti- 
mated to be between 10 and 15 cm. in diameter. 
Examination and culture of the urine were neg- 
ative. 

On the second hospital day a pelvic examination 
done under ether revealed a lacerated cervix and 
perineum, with some exposure of the endocervix. 
A large, fixed, irregular, sausage-shaped mass was 
palpable in the right lower quadrant. The uterus 
was movable and in fair position. In addition a 
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cystic mass the size of an orange was palpable on 
the left side. A laparotomy was then performed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Lancpon Parsons: Obviously one’s atten- 
tion is chiefly focused on the pelvis as the source 
of this patient’s difficulties. The pelvic symptoms 
were largely those of irregular and_postcoital 
bleeding, together with dysmenorrhea and dys- 
pareunia. Let us first consider the uterus. Immedi- 
ate postcoital bleeding is always a danger sign 
pointing toward carcinoma of the cervix. On 
pelvic examination, however, exposure of the endo- 
cervix was the only finding. Moreover, carcinoma 
of the cervix is uncommon in Jewish women. It 
must be assumed that the bleeding was coming 
from higher up in the uterine canal, either from 
primary disease in the fundus or from secondary 
irritation associated with lesions in the adnexa. 
The presence of a fixed, tender mass tends to 
rule out a functional type of uterine bleeding. De- 
spite the fact that the mass is spoken of as “fixed,” 
the uterus is reported to have been movable. It 
would be unusual to have a carcinoma of the cer- 
vix or fundus of the uterus with such a mass as 
that described and with a freely movable uterus. A 
spread of cancer from this source to either the 
parametrium or the adnexa would result in a 
“fixed” pelvis. The description of the mass as 
sausage-shaped makes unlikely a diagnosis of a 
pedunculated fibroid with twist and inflammatory 
change secondary to circulatory damage. 

One can go through all the possibilities of tumor 
of the ovary. If one presupposes a twist and sub- 
sequent inflammatory change to account for the 
degree of fixation, the diagnosis of an inflamma- 
tory ovarian cyst or tumor is an excellent explana- 
tion of many of the symptoms. The mass, however, 
is said to be large, irregular, sausage-shaped and 
fixed. The entire picture, with the anorexia and 
loss of weight, suggests cancer. A carcinoma of 
the ovary becomes fixed only after invasion of its 
serosal surface by disease. This results in a fix- 
ation of the pelvis floor, particularly of the uterus; 
however, the latter is said to have been movable. 
I have never seen a twisted carcinomatous cyst of 
the ovary. 

The description, of course, most adequately fits 
disease of the fallopian tube, either infection or 
cancer. It would be unusual to have pelvic in- 
flammation to the point of tubo-ovarian abscess or 
hydrosalpinx without having more fixation of the 
uterus. Carcinoma of the tube is rare; only 380 
cases are reported in the literature. The physical 
findings in this patient, however, are consistent 
with it. The colicky pain could be caused by 


& 


Vol. 223 No. 21 


spasmodic contraction of the tube as it attempts to 
extrude its contents, since the fimbriated end of 
the tube closes late in the disease. Tubal cancer 
is frequently bilateral, and although it may arise 
in an adenoma, an earlier history of salpingitis 
is very common. I do not believe the diagnosis 
of carcinoma of the tube will hold. Since the his- 
tory and physical examination are not typical of 
an old ectopic pregnancy, the combination is 
enough to rule this out as a probability. So much 
for the pelvis. 


Is this process primary in the genitourinary tract, 
or may it not be localized in the gastrointestinal 
tract, with secondary irritation of the pelvic or- 
gans? There is enough about this case to sug- 
gest that the lesion is not in the uterus or adnexa. 
In the first place, the recurrent colicky pain, the 
constipation over a period of three months, the 
weight loss, the anorexia and the bleeding from 
the rectum all point toward the large bowel. It is 
true that the bleeding is said to have come from 
hemorrhoids. A perforating carcinoma of the sig- 
moid looms large in the list of probabilities. The 
mass is said to have been both tender and fixed. 
The fact that it is fixed on the right side of the 
pelvis does not rule out sigmoidal cancer, for we 
have all seen such occurrences. On the other hand, 
the lesion may be purely inflammatory, with the 
mass arising from a perforation of an inflamed di- 
verticulum. Cancer, however, is more likely. Is 
the disease primary in the left colon, with metas- 
tasis to the ovary, such as Krukenberg tumor? 
There does not seem to be enough fixation of the 
pelvic floor to explain retrograde lymphatic exten- 
sion of this sort. Carcinoma of the cecum is a 
possibility, the only evidence of which is the pres- 
ence of a fixed tender mass in the right lower 
quadrant. No mention of an accompanying ane- 
mia is made. There is no evidence for an appen- 
diceal abscess. 


I believe that the process is due to carcinoma, 
with possible perforation, arising in the gastro- 
intestinal tract, with the location its only reference 
to the pelvic organs. Diverticulitis is a possibility. 

Dr. Joe V. Meics: This patient’s history may 
have been overcondensed in the abstract, and per- 
haps it does not present the picture fairly. She 
did not look sick, but she had a huge mass in the 
right lower quadrant that could be seen. On pel- 
vic examination an additional mass was found on 
the left side that was definitely cystic. She had 
been complaining of discomfort in the right lower 
quadrant for six weeks, but admitted very little 
in the way of gastrointestinal symptoms. The 
temperature was 102°F. when she came in. Know- 
ing that she had a cyst of the left ovary, I thought 
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that she probably had a tumor or cyst of the right 
ovary, which was twisted. She was operated on 
without further study. 

The left ovarian cyst was easily removed. While 
Wwe were attempting to find the right ovary to 
identify the nature of the mass on the right side, 
an abscess was broken into that proved to com- 
municate with the lumen of the cecum. The 
process appeared to be inflammatory, and it was 
assumed that we were dealing with an appendiceal 
abscess. Although there was nothing to suggest 
cancer a biopsy specimen was taken from: the 
wall of the cecum. A tube was sutured into the 
bowel, and a drain placed in the abscess cavity. 
Much to our surprise the specimen was reported as 
an adenocarcinoma. Subsequently an ileotransverse 
colostomy was performed. The patient has done 
well, and it is planned at a later date to resect the 
cecum. 

PREOPERATIVE DIAGNOSES 


Ovarian cyst, left. 
Ovarian tumor, with twisted pedicle? 
Appendiceal abscess? 


Dr. Parsons’s Diacnosis 
Carcinoma of the intestinal tract. 


ANATOMICAL 
Adenocarcinoma of the cecum. 


PATHOLOGICAL Discussion 


Dr. Tracy B. Mattory: It seems to me that 
Dr. Parsons’s diagnosis proves that the abstract 
was not so inadequate. This is another example 
of the difficulties that occasionally confront the 
surgeon in distinguishing between inflammatory 
and neoplastic tissue. In a case recently discussed 
by Dr. Arthur W. Allen* the gross appearance 
suggested neoplasm, but eventually it was proved 
to be an appendiceal abscess. In this case every- 
thing suggested an inflammatory mass, but biopsy 
proved the underlying lesion to be carcinoma. 


*Case records of the Massachusetts General Hospital: 


Case 26431. New 
Eng. ]. Med. 220:676-678, 1940. 


CASE 26472 
PRESENTATION OF CasE 


First Admission. A nineteen-year-old boy was 
admitted to the hospital complaining of dyspnea 
of seven weeks’ and nausea of three weeks’ dura- 
tion, 

At the age of twelve the patient had had what 
were said to be “growing pains.” Following a 
“cold” he became very nervous, and his mother 
noticed that he could never sit still. He was ex- 
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amined in the Out Patient Department, where di- 
agnoses of residual chorea and rheumatic heart dis- 
ease with mitral stenosis and regurgitation were 
made. He was given aspirin and put to bed for 
two weeks, and since that time had been followed 
in the Out Patient Department. Five years before 
entry the ankles became swollen, slightly painful, 
tender and stiff, and soon the knees, elbows and 
wrists were similarly affected. This illness lasted 
for two months, during which he was given aspirin, 
with the application of oil of wintergreen to the 
joints. Five months later a basal diastolic mur- 
mur was first heard. The patient was working as 
a grocery clerk at this time and remained symptom- 
free with restricted activity, but it was noticed that 
the heart was increasing gradually in size. Two 
months before entry he was required to lift heavy 
boxes, and this strain marked the onset of exhaus- 
tion at night, a dull precordial ache and the de- 
velopment of dyspnea, which finally prevented him 
from lying flat in bed. His physician kept him in 
bed and prescribed digitalis for the next five 
weeks; then the onset of nausea and vomiting 
precluded its use. During the two weeks prior to 
admission the patient had experienced a constant 
dull ache in the calf muscles of the left leg. He 
had lost 10 pounds in the previous six months. 

The past and family histories were noncontrib- 
utory. 


Physical examination showed the patient to be 
slightly dyspneic. The neck veins were distended. 
A heaving cardiac impulse was situated at the 
anterior axillary line in the sixth intercostal space. 
The rhythm was completely irregular, with an 
apical rate of 138 and a radial pulse of 80. The 
area of dullness in the third interspace was in- 
creased. There was a coarse, short apical thrill 
that was practically synchronous with the apex 
thrust. A low systolic murmur and a marked mid- 
diastolic rumble could be heard at the apex. The 
aortic second sound was faint, and the pulmonic 
second exaggerated. At the base a faint, short 
systolic murmur was heard in the aortic area and 
a long, loud, high-pitched diastolic murmur along 
the left border, loudest in the third and fourth in- 
terspaces and associated with a diastolic thrill. The 
blood pressure was 140 systolic, 80 diastolic. The 
liver was palpable two fingerbreadths below the 
right costal margin. 

The temperature was normal, and the respira- 
tions 22. 

Examination of the urine was negative. The 
blood showed a red-cell count of 5,600,000 with a 
hemoglobin of 90 per cent, and a white-cell count 
of 14,600. The sedimentation rate was 0.55 mm. 
per minute, and the hematocrit reading 50 per 
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cent. The blood Hinton test and blood culture 
were negative. Electrocardiographic recordings 
showed auricular fibrillation, with a ventricular 
rate of 60 and slight right-axis deviation. 


X-ray examination of the chest showed the 
heart to be markedly enlarged to the left, with en- 
largement of the left auricle. The pulmonary 
vessels were widened, and there was a small 
amount of fluid in the left costophrenic angle. 


The patient improved with digitalis and intra- 
venous Salyrgan, and was discharged two weeks 
after admission with instructions to remain in bed 
for one month and continue the digitalis. 

Final Admission (one year later). For the pre- 
vious year the patient had been followed in the Out 
Patient Department, where examination indicated 
that the general condition had improved slightly. 
He kad lived a greatly restricted existence, spend- 
ing much of the time in bed under constant dig- 
italization. About one month before admission 
he developed a sudden palpitation and the heart 
beat heavily and rapidly. This was accompanied 
by nausea and vomiting, and within an hour he 
developed a pain in the right lower axilla that was 
made worse by breathing. He went to bed im- 
mediately and for the next week intermittently 
coughed up blood. During this month in bed he 
suffered from general malaise, anorexia and some 
migratory joint pains. He lost 15 pounds in 
weight. 

On examination the patient had obviously lost 
ground. The skin and scleras were icteric, and 
the neck and fundal veins pulsating. The whole 
chest pulsated, and the cardiac apex was situated 
at the midaxillary line in the sixth interspace. 
The right border was percussed 4.5 cm. to the 
right in the fourth interspace, and cardiac dullness 
extended 6 cm. to the left of the midsternal line 
in the second interspace. The rhythm was com- 
pletely irregular, with a rate of 150; pulsus alter- 
nans was present. In addition to the auscultatory 
findings noted at the first admission, there was a 
continuous, soft, blowing murmur at the apex 
and a high-pitched musical systolic murmur in 
the tricuspid area. The blood pressure was 160 
systolic, 60 diastolic. Rales were heard over the 
second left anterior interspace at the base of the 
heart, and a dry, rasping friction rub was present 
over the entire right-lower-lung field. The tender, 
pulsating liver was palpated 3 cm. below the right 
costal margin, but there was no peripheral edema. 

The temperature was 100°F., and the respira- 
tions 25. 

The urine showed a ++++ test for albumin. 
The red-cell count was 5,500,000 with a hemoglo- 
bin of 85 per cent, and the white-cell count 13,000. 
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The serum van den Bergh was 2.5 mg. per 100 cc. 
A blood culture was negative. Electrocardiographic 
recordings showed auricular fibrillation, with 
marked right-axis deviation and sagging ST in- 
tervals in Leads 2 and 3. 

X-ray study of the chest showed a fairly well- 
defined area of markedly increased density in the 
right-lower-lung field, in addition to the findings 
on the previous examinations. 

The patient improved, but on the third day the 
temperature began to rise and he complained of 
upper substernal distress on deep inspiration, nau- 
sea and vomiting. One week after admission the 
friction rub had practically disappeared and the ex- 
cursion of the right chest was diminished. There 
were, however, dullness, decreased tactile fremitus 
and breath sounds, and increased vocal fremitus 
over the right base and axilla. In the evening of the 
seventh hospital day the patient suddenly became 
apprehensive, dyspneic and extremely cyanotic and 
cried out in alarm. The blood pressure and radial 
pulse could not be obtained; the apex rate was 
136; and the temperature had risen to 105°F. He 
improved in an oxygen tent but died rather sud- 
denly four hours later. 


DIFFERENTIAL DIAGNosIS 


Dr. C. Epwarp Leacu: The first paragraph of 
the history in this case gives an etiologic diagnosis 
that I see no reason to dispute. However, there 
are some interesting points in the patient’s later 
course that are worth discussing, and it would 
be interesting to try to determine what the status 
was at the time of death. 

He was first seen in the Out Patient Department 
shortly after what was supposed to be the first 
attack of rheumatic fever, but at that time mitral 
stenosis was already present. To account for such 
an advanced lesion, I should expect that rheumatic 
infection was present at an earlier date than the 
history indicates. He apparently had laboratory 
evidence of active disease for only two weeks, for 
he was allowed out of bed after that time. An- 
other episode of rheumatic infection occurred about 
two years later, subsiding in two months, but 
five months later a basal diastolic murmur was 
heard for the first time. Then, without further 
clinical flare-up, progressive increase in the size 
of the heart was noted during the three years be- 
fore the hospital admission. These new signs 
might have resulted from the second clinical at- 
tack of rheumatic fever. If so, why were they 
not apparent with, or shortly after, the acute ill- 
ness? I think the long latent period greatly favors 
subclinical rheumatic infection after the acute at- 
tack as the cause of the further heart damage. 
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The heart failure that made it necessary for the 
patient to enter the hospital was apparently precipi- 
tated by unusual physical strain, but it is also not 
unlikely that auricular fibrillation was an addi- 
tional factor. We cannot tell when he began to 
fibrillate, but the chances are that it was a recent 
occurrence, because the badly damaged heart would 
not have been able to stand the strain of fibrilla- 
tion without failing very soon. Digitalis was 
started on the outside but was stopped because 
of nausea. The rate was thus uncontrolled on en- 
try but was soon controlled —the electrocardio- 
graphic rate was 60 — with additional digitalis. It 
is well to mention here that nausea per se is not 
necessarily a sign of too much digitalis. In heart 
failure, nausea is a frequent concomitant of con- 
gestion of the abdominal viscera, and in gauging 
digitalis dosage one must consider other evidences 
of toxicity, such as unusual slowing of the cardiac 
rate and ectopic beats. 


On physical examination, heart failure was in- 
dicated by dyspnea, engorgement of the neck veins 
and hepatic enlargement. The lack of peripheral 
edema can be explained by the buffer effect of 
the liver, which, at this stage of the disease, was 
able to take care of the systemic congestion. The 
heaving cardiac impulse, especially, if it were dif- 
fuse, indicated muscular hypertrophy of the right 
ventricle. The presence of aortic stenosis is sug- 
gested by the combination of an aortic systolic 
murmur and a faint aortic second sound. How- 
ever, against such a diagnosis we have a pulse 
pressure of 60, absence of a thrill and the fact 
that the murmur was said to be faint. Other signs 
indicated the presence of mitral stenosis and re- 
gurgitation and aortic regurgitation, but the dias- 
tolic blood pressure of 80 suggests that there was 
not a great deal of aortic regurgitation, in spite 
of the fact that the diastolic murmur was marked. 

One would like to be able to decide whether 
or not the patient had active rheumatic infection 
or other complicating factors at this hospital en- 
try. The elevations of the sedimentation rate and 
the white-cell count were not referable to the heart 
failure alone and must be explained.’ Phlebitis 
was suggested by the history of pain in the legs, 
but was not supported by further evidence. We 
have no evidence from the history or examination 
of other common causes of leukocytosis, such as 
urinary infection, pulmonary infarction and pneu- 
monia. Thus, with no other likely explanation 
for the laboratory abnormalities and on the basis 
of our experience in similar cases, it is reasonable 
to assume that this boy had active rheumatic in- 
fection at the time of this admission. The electro- 
cardiogram and the x-ray findings merely serve 
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to confirm the clinical diagnosis. I do not know 
why he had fluid only in the left pleural cavity. 
More commonly fluid accumulates first on the right 
side in heart failure. Perhaps the cardiac enlarge- 
ment in this case contributed by interfering with 
venous return in the left chest. 


The response to treatment in the hospital was 
good so far as the heart failure was concerned, 
and the patient was able to go home in two weeks. 
However, in spite of constant care and continued 
digitalization, it was necessary for him to lead a 
very restricted life, spending much of his time 
in bed for the next year. Evidently the damage 
already suffered by the heart had left almost no 
cardiac reserve. 


Then, one month before the second hospital ad- 
mission and about a year after the first, more trou- 
ble occurred. The history at that time of sudden 
cardiorespiratory symptoms, with rapidly increas- 
ing pleural pain followed by bloody sputum, is 
typical of pulmonary infarction. I suppose we 
should consider rheumatic pulmonary lesions, as 
well as pneumonias of other types, as a possible 
explanation of these symptoms. Paroxysmal tachy- 
cardia with resulting pulmonary edema might pro- 
duce a similar picture. None of these alternatives 
seem very likely. Rheumatic lesions in the lungs 
usually accompany severe rheumatic fever rather 
than a quiescent infection and do not dominate 
the clinical picture to this extent. The rapidity 
of onset, the prominence of cardiac symptoms at 
the start and the type of sputum are all against 
lobar pneumonia or bronchopneumonia. If it 
were severe enough to give the other symptoms, 
pulmonary edema secondary to paroxysmal tachy- 
cardia could be ruled out by the duration alone. 
Pulmonary infarction is the only thing that I can 


think of that fits. 


When the patient entered the hospital for the 
second time, the physical status had changed con- 
siderably from that previously recorded. There 
was increased congestion of both the neck veins 
and liver. There was more enlargement of the 
heart. The entire chest was pulsating. The heart 
rate of 150, in spite of the fact that he had been 
taking digitalis continually, was evidence of strain 
from a factor other than the heart itself. I should 
not consider the observation of pulsus alternans to 
be of any significance; it would be difficult, if not 
impossible, to determine in the presence of auricu- 
lar fibrillation. The continuous, soft, blowing mur- 
mur heard at the apex was a new sign and might 
be explained either by changes in the mitral ring 
with the increase in heart size or by transmission 
of murmurs from the aortic area. A lower dias- 
tolic blood pressure indicated that the aortic re- 
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gurgitation had increased since the previous entry. 
In addition, the marked pulsations of neck veins 
and liver, together with a systolic murmur in the 
tricuspid area, indicated the likelihood of tricus- 
pid regurgitation as a further diagnosis. The 
chest signs were consistent with consolidation from 
any cause. 


The slight temperature elevation of 100°F. and 
the white-cell count of 13,000 were both in keep- 
ing with pulmonary infarction. The abnormal 
urine might best be explained by chronic passive 
congestion of the kidneys, since we have no rea- 
son to suspect other types of renal involvement. 
The serum van den Bergh was elevated, perhaps 
due to the congestion of the liver. It is well to 
mention, however, that peculiar hepatic lesions are 
found in fatal cases of fulminating rheumatic 
fever.” I do not think we need consider them 
here. 


The electrocardiogram is interesting because it 
showed a marked degree of right-axis deviation. 
Berliner and Master* reported that marked right- 
axis deviation was not found with mitral disease 
alone, but indicated an associated tricuspid lesion. 
Pulmonary infarction might also increase the right- 
axis deviation, but usually not to this extent. The 
electrocardiogram, taken with the physical find- 
ings, is strong evidence in favor of the diagnosis 
of tricuspid regurgitation. 

The patient’s course after entry was rather brief. 
On the third day he had further pulmonary dis- 
tress that might have been due to another pulmo- 
nary infarct. The upper substernal distress was 
not a typical pain for pulmonary infarction. 1 
suppose we must consider pericarditis, but I can 
find no confirmation of that in the record. The di- 
minished excursion of the right chest suggested the 
probability of increasing fluid in the pleural cavity 
from the infarcts and heart failure. The terminal 
episode likewise appeared to be pulmonary, dysp- 
nea and cyanosis being associated with a rise in 
temperature. Since the apex rate was noted at 
136 without further comment, it seems safe to as- 
sume that no change in cardiac rhythm accounted 
for the sudden death. 

To sum up, we have a boy of nineteen with a 
history of at least two definite attacks of rheu- 
matic fever. Evidence such as progressive increase 
in heart size, progressive valvular disease and di- 
minishing cardiac reserve indicated the probability 
of continuous, low-grade rheumatic activity over a 
period of years. At the time of final entry to the 
hospital he had mild joint pains. Although the 
heart failure cleared up well the first time, car- 
diac reserve was so poor that he remained a cardiac 
invalid for the year preceding death. I should ex- 
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pect to find evidence of active rheumatic infec- 
tion at autopsy in one who had run such a course, 
and I believe it must have been found in this case. 

The question of organic versus functional tri- 
cuspid disease also arises. The same things that 
suggest continuous rheumatic activity favor the 
occurrence of organic disease of the tricuspid valve. 
On the other hand, the physical signs were main- 
ly those of tricuspid regurgitation, and there had 
been considerable increase in heart size between 
the two hospital admissions. Furthermore, the 
pulmonary infarcts, with resulting strain chiefly on 
the right side of the heart, would tend to cause 
tricuspid regurgitation. It is likely, therefore, that 
we shall find slight rheumatic involvement of the 
tricuspid valve; dilatation of the tricuspid ring, 
however, will probably account for most of the 
incompetency. 

Two likely sources for the pulmonary emboli 
occur to me. In rheumatic patients with fibrilla- 
tion, emboli come oftenest from auricular thrombi. 
However, it is much more likely for the emboli 
to break off soon after fibrillation begins, rather 
than a year later. In all types of hospital cases 
the leg veins are common sources for emboli. The 
fact that the patient showed no clear-cut signs of 
phlebitis would not rule it out, since we know that 
pulmonary embolism frequently occurs some time 
before there are any signs of phlebitis. We have 
no positive evidence either way, and I am afraid 
that I must leave this question open. 

My diagnoses are rheumatic heart disease, both 
chronic and acute, auricular fibrillation, mitral 
stenosis and regurgitation, aortic regurgitation, 
and tricuspid regurgitation — chiefly dilatation of 
the ring but with some rheumatic lesions as well. 
Autopsy should also reveal considerable enlarge- 
ment of the heart and chronic passive congestion 
of the viscera, probably with cardiac cirrhosis of 
the liver. There will be multiple pulmonary in- 
farcts, the emboli having come either from an 
auricular thrombus or from the veins of the legs. 

Dr. BENJAMIN CasTLEMAN: Have you anything 
to add, Dr. Bland? 

Dr. Epwarp F. Brann: I have nothing to add to 
what Dr. Leach has said, but I might mention 
again a point occasionally brought out in the con- 
ferences when we try to explain jaundice in pa- 
tients with heart failure. I am not sure whether 
Dr. Leach mentioned it or not. Jaundice in this 
situation is often secondary to pulmonary infarcts. 
I should agree that the patient died of active 
rheumatic disease. 

Dr. Howarp B. Spracut: My impression is that 
jaundice in cardiac failure is most commonly due 
to pulmonary infarction. 
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CLINICAL 


Rheumatic heart disease with mitral stenosis 
and aortic regurgitation. 

Auricular fibrillation. 

Acute rheumatic pancarditis, 

Rheumatic pleuritis, right. 

Pulmonary embolism. 


Dr. Leacu’s DIAGNoses 


Rheumatic heart disease, chronic and acute, 
with cardiac hypertrophy. 

Mitral stenosis and regurgitation; aortic regur- 
gitation; tricuspid regurgitation, chiefly 
functional. 

Auricular fibrillation. 

Cardiac failure. 

Chronic passive congestion of the viscera, with 
cardiac hepatic cirrhosis. 

Multiple pulmonary infarcts. 


ANATOMICAL DIAGNOSES 


Rheumatic fever, acute. 

Endocarditis, acute and chronic with stenosis: 
mitral, aortic and tricuspid. 

Pericarditis, chronic fibrous, rheumatic. 

Cardiac hypertrophy. 

Pulmonary infarcts. 

Renal infarcts. 

Cerebral degeneration (cortical). 

Passive congestion of lungs, liver, stomach and 
duodenum. 

Pleuritis, chronic fibrous, bilateral; acute fibrin- 
ous, right lower. 

Hydrothorax, right. 

Ascites. 

Cholesterosis. 

Jaundice. 

Petechial hemorrhages of the pleura. 


PATHOLOGICAL DiscussIoNn 


Dr. CastteMan: This patient showed the usual 
anatomic signs of heart failure. There were 406 
or 500 cc. of fluid in the abdomen and 200 or 330 
cc. in each pleural cavity. The liver was enlarged 
and somewhat firm, and histologically showed not 
merely central necrosis but some fibrosis, so that 
one might call this a very early cardiac cirrhosis. 
Certainly there was not enough cirrhosis in itself 
to produce jaundice, which was probably due to 
the combination of liver impairment and exten- 
sive pulmonary lesions. There was a very large 
infarct at the costophrenic angle, and a more re- 
cent hemorrhagic area proximal to the infarct, 
which on gross examination appeared to be a rheu- 
matic pneumonia. Histologically the latter area 
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showed extensive hemorrhagic extravasation into 
the alveolar sacs, and similar but smaller foci were 
found in the other lobes as well. These cor- 
responded to what we have been calling rheumatic 
pneumonia, which seems to be merely a focal hem- 
orrhagic process in the lungs. There were also 
petechial hemorrhages on the pleura, which is fur- 
ther evidence of active rheumatic infection. Ex- 
amination of the heart valves revealed still more 
evidence of active rheumatic infection. There was 
disease of the mitral, aortic and tricuspid valves, 
each of which showed a row of fresh rheumatic 
nodules along their lines of closure. The his- 
tological picture of these lesions was characteristic 
of acute rheumatic infection, the palisading of the 
monocytes that has been described by Leary,’ for 
example. The heart was hypertrophied and 
weighed 550 gm. This hypertrophy was more 
marked on the right side, where the ventricular 
wall measured 8 mm. in thickness. The mitral 
valve presented a buttonhole aperture, measur- 
ing 2 by 1 cm. The aortic valve showed inter- 
adherence of the cusps. In one place the inter- 
adherence measured 1 cm. and appeared pulled 
down into the ventricular cavity, which I am sure 
produced some regurgitation as well as stenosis. 
Further evidence of regurgitation was the pres- 
ence of a fibrous band of endocardial thickening 
in the ventricle, just below the valve, a finding 
that is sometimes spoken of as a fourth cusp. The 
tricuspid valve was not stenotic. It measured 13 
cm. in circumference, but the chordae were slightly 
thickened. The leaflets themselves appeared fairly 
thin and pliable, despite the recent endocarditis. 
There were several small thrombi in the left auricu- 
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lar appendix. We could not find any in the right, 
but possibly there had been some that had broken 
off. The popliteal veins were free from thrombi, 
so that I am not able to explain fully the source 
of the pulmonary infarcts. There were also in- 
farcts in the kidneys, which may account for the 
albumin in the urine; these were, I should think, 
fairly old. 


Dr. Brann: It might be of some passing in- 
terest to mention that before the patient died, 
in the illness prior to the last, he had one or two 
tiny petechial hemorrhages on the conjunctiva that 
caused a little discussion; the point was brought 
out that they are not so significant of bacterial 
endocarditis as perhaps might be thought. They 
are not infrequently seen in other debilitating 
diseases, and we occasionally see them in a patient 
very ill with rheumatic fever. 

Dr. Castteman: I forgot to mention that the 
heart muscles in a number of sections showed no 
Aschoff’s bodies and that the pericardial fat was 
completely obliterated by old adhesions. The older 
rheumatic infection must have involved the peri- 
cardium. There was no evidence of anything fresh 
in the pericardium. 

Some diffuse cortical degeneration was also ap- 
parent on microscopic examination of the brain. 
No emboli or focal areas of softening were found. 
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“GREEN LIGHTS TO HEALTH” 


In recent years the importance of the physician- 
patient relation has been subject to much dis- 
cussion. There is no gainsaying the fact that 
both the lay and professional press abound with 
comment and suggestions as to the need of 
perfecting this important influence that involves 
not only the health of the individual but also 
the physical fitness of the entire nation. The 
county and state medical societies, as well as na- 
tional associations and federal agencies, stress more 
and more the urgent need of close co-operation 
and understanding between the public and the 
medical profession. 

How can this be accomplished? First, there is 
the personal relation between physician and pa- 
tient, which has existed in private practice for 
centuries. Due to the complexity of modern life 
we now find that another aspect has developed. 
It has evolved as a result of the vastness of public- 
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health control and the dependence of the profes- 
sion on the public in supporting and co-operating 
in public-health measures. For the two to work 
in harmony and to accomplish what is neces- 
sary, the public must have a clear understand- 
ing of the aims and workings of the medical pro- 
fession and the public-health agencies, and it is 
with this in mind that efforts are made to en- 
lighten the public regarding medical matters. 

If it is a fact that “the public thirsts for medi- 
cal knowledge,” this demand should be satisfied 
in an appropriate and forthright manner by the 
members of state medical societies. There is, 
however, a difference of opinion among _physi- 
cians as to the expediency of the education of 
the public in health matters. Is the physician 
going to accept this responsibility, or is he go- 
ing to continue to ignore the layman’s plea and 
allow it to be answered by cultists, charlatans 
and mendacious commercial radio propaganda? 
The answer seems obvious, particularly in view 
of the fact that these evil influences have a great 
hold on the population. 

Evidently the members of the Committee on 
Public Health and the Subcommittee on Public 
Education, who have been sponsoring the “Green 
Lights to Health” broadcasts for the past eleven 
years, feel justified after due consultation and 
study in using the radio as a medium of reach- 
ing the public. The radio stations of Boston 
are said to reach a potential audience of three 
million listeners, and it is reasonable to assume 
that they should be used as one means of approach 
in the field of health education. 

It must be recognized that owing to the marked 
complexity of medical science it is hopeless to think 
that the layman can absorb any great amount of 
knowledge concerning health or pathologic states. 
If medical information can be presented in a 
manner to attract attention to the broad prin- 
ciples of medicine rather than to specific diseased 
states, the layman will be benefited. Such hon- 
est and accurate information and friendly approach 
to the people will give them confidence in the 
medical profession and a desire to retaliate by co- 


operating with physicians and the public-health 
agencies. 
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WALTER CHANNING DAY 


Wirnin the duration of any of Man’s institu- 
tions there are raised up, either by fact or fiction, 
certain persons who by their precepts, teachings 
and initiative may be designated the founders 
of these institutions. Rarely do the disciples of 
such men obtain greater stature. Indeed, these 
disciples are often prone to accept without due 
appreciation the true and lasting values of the 
institutions so founded. In these days of uncer- 
tainty, when all is in flux, it appeared most ap- 
propriate to reaffirm in the present and re-establish 
with the past the value of one of the oldest and 
largest maternity centers of this country, the Bos- 
ton Lying-in Hospital. This was done for the 
first time on October 24, 1940, on the one hundred 
and eighth birthday of the hospital, when its medi- 
cal alumni returned to exchange professional 
knowledge and renew friendships. 


The day was designated “Walter Channing 
Day,” in commemoration of Dr. Channing, co- 
founder of the hospital and the first professor of 
mid-wifery and medical jurisprudence at the Har- 
vard Medical School, or the Massachusetts Medi- 
cal College as it was then called. He was also 
the first dean of the school, a position he held 
until 1847, when he was succeeded by Oliver Wen- 
dell Holmes. Dr. Channing contributed much to 
the medical knowledge of his time. He is per- 
haps best remembered as the earliest advocate of 
anesthesia in labor. Under his guidance the first 
woman in an American maternity hospital to re- 
ceive an anesthetic, Catherine Fisher, was given 
ether in the Boston Lying-in Hospital on Septem- 
ber 16, 1847, eleven months after its first public 
demonstration at the Massachusetts General Hos- 
pital. It is of more than passing interest that 
even today ether is probably the safest general 
anesthetic for use in childbirth. 

During these years the institution has grown 
from a small house on the outskirts of the city 
to a modern hospital situated within a stone’s 
throw of the Harvard Medical School. In the 
earlier years 27 women were confined annually. 
During the past year the various departments of 
the hospital cared for over 4000 patients, the 
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equivalent of every fourth baby born in Boston 
being delivered under the auspices of this institu- 
tion. During the hospital’s existence it has grad- 
uated 500 house officers, trained 6000 nurses and 
instructed 7000 medical students. 

The physicians who have come under the in- 
fluence of this institution have made many note- 
worthy contributions to clinical medicine. Many 
of these demonstrate a continuity of medical knowl- 
edge that mortises the past with the present. The 
following are typical examples of work that has 
been or is being accomplished. 


The first use of ether to relieve the pain of 
childbirth was followed in recent years by the 
first study of the use of modern methods of 
analgesia in labor. 

Hemorrhagic disease of the newborn was first 
described in this hospital. A recent voluntary 
assistant was one of the first to point out the 
value of vitamin K in the treatment of the hem- 
orrhagic tendency of the newborn. 

The first water-heated bassinet in America 
was devised in this hospital. The present in- 
stitution has one of the most complete premature 
nurseries in the country, and it has been demon- 
strated that the death rate of premature infants 
can be decreased by two thirds with the use of 
such modern equipment. 

It was the second hospital in America to de- 
velop and use an antiseptic technic at childbirth, 
which markedly decreased the incidence of 
puerperal sepsis. In recent years, the clinic has 
demonstrated the value of the combined use of 
sulfanilamide and im transfusion 
treatment of this dread disease. 

This maternity hospital was the first to estab- 
lish a clinic for pregnant cardiac patients, and 
during the last five years the clinic has con- 
ducted a most complete scientific study of the 
changes in the circulation during pregnancy. 

Within recent years the hospital has made 
valuable contributions to the knowledge of both 
normal and abnormal embryology. 


in the 


It appears that the medical heirs of Dr. Walter 
Channing have succeeded in keeping his name 
to the fore as being the founder of one of the 
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great institutions in America dedicated to increas- 
ing and distributing knowledge of what constitutes 
the best in maternal care. 


MEDICAL EPONYM 
Ewinc’s SARCOMA 


Dr. James Ewing, oncologist and professor of 
pathology at Cornell University Medical College, 
New York City, discussed “Diffuse Endothelioma 
of Bone” before the New York Pathological So- 
ciety and published his paper in the Proceedings 
of the New York Pathological Society (21:17-24, 
1921). 


For some years I have been encountering in material 
curetted from bone tumors a structure which differed 
markedly from that of osteogenic sarcoma, was not 
identical with any known form of myeloma, and which 
had to be designated by the vague term “round cell 
sarcoma” of unknown origin and nature. . . . They 
occurred in subjects from fourteen to nineteen years 
of age. The tumors grew rather slowly, requiring 
some months to attract attention, but they were accom- 
panied by attacks of pain and disability. . . . The ra- 
diographs give characteristic features on which a diag- 
nosis may be based with considerable certainty. A 
large portion or the whole of the shaft is involved, but 
the ends are generally spared, contrary to the rule with 
osteogenic sarcoma. The shaft is slightly widened, but 
the main alteration is a gradual diffuse fading of the 
bone structure. Bone production has been entirely ab- 
sent. Some of the bones appeared honeycombed. Per- 
foration of the shaft and sharp limitation of the process 
are wanting. The central excavation with widened 
bony capsule, as seen in benign giant cell tumors, is 
missing. . . . The probable endothelial nature of the 
tumor was suggested by the form of the cells, and es- 
pecially by the appearance in broad sheets of polyhedral 
cells without intervening stroma. ... The possible re- 
lation of the endothelial tumor to plasma cell or other 
forms of multiple myeloma deserves consideration. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Raymonbp §S. Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 


| ‘Toxemia AssociaTeD WITH DIABETES 


AND RESULTING IN INTRAUTERINE 
DEATH OF THE Fetus 


Mrs. W., a thirty-year-old primipara with dia- 
betes of four years’ duration, was first seen on 
March 25, 1935, when she was approximately 
twenty-four weeks pregnant. 

*A series of selected case histories by members of the section will be 


published weekly. Comments and questions by subscribers are solicited 
and will be discussed by members of the section. 
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The family history was noncontributory. The 
past history was irrelevant except for the diabetes, 
which had developed after a thyroid operation and 
had been controlled with insulin. Catamenia began 
at thirteen, were regular with a twenty-eight-day 
cycle and lasted five to six days without discom- 
fort. The last period began on September 24, 1934, 
making the expected date of confinement June 30. 

At the time of the first visit the patient had 
gained 10 pounds in the previous month, the 
weight being 167 pounds. The blood pressure 
was 120 systolic, 66 diastolic. The fundus was 
21 cm., above the symphysis, and the fetal heart 
was audible. There was no edema. 

On April 8 the insulin dosage was increased 
from 26 units to 36 units a day. The blood sugar 
was 9) mg. per 100 cc. The weight was 170 
pounds. The fetal heart was heard. The blood 
pressure was 120 systolic, 70 diastolic. 

On April 25 the patient was receiving the same 
insulin dosage. The weight was 179 pounds. The 
blood pressure was 130 systolic, 80 diastolic. The 
fundus was 26 cm. above the symphysis, and the 
fetal heart was audible. The patient complained 
of edema of the legs. 


On May 2 the legs were less swollen. The 
patient was taking 32 units of insulin a day. The 
weight was 178 pounds, and the blood pressure 124 
systolic, 80 diastolic. 

On May 10 the weight was 177 pounds. The 
blood pressure was 128 systolic, 90 diastolic. 

On May 14 the weight was 179 pounds. The 
blood pressure was 142 systolic, 88 diastolic. There 
was a great deal of edema, and the urine contained 
a very large trace of albumin. The patient was 
sent to the hospital; on May 16 the blood pressure 
was about 145 systolic, and there was a trace of 
albumin in the urine. The fetal heart was audi- 
ble. By May 19, when the patient was thirty 
weeks pregnant, she had lost 4 pounds, and the 
blood pressure was down to 120 systolic. The 
fetal heart sounds could no longer be obtained. On 
May 23 the blood pressure was 120 systolic. The 
urine still contained a trace of albumin, but the 
patient’s condition was satisfactory and the uterus 
was shrinking. 

On May 31 the weight was 169 pounds. The 
blood pressure was 120 systolic, 80 diastolic. The 
blood sugar was 60 mg. per 100 cc. The patient 
was discharged from the hospital and returned 
to her home. 

On June 13 the weight was 172 pounds, and the 
blood pressure 114 systolic, 68 diastolic. The blood 
sugar was 70 mg. per 100 cc. Vaginal examina- 
tion revealed that the cervix was soft, small and 
not quite flat. 
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On June 25 there was no change in the patient’s 
condition. The weight was 170 pounds. The 
blood pressure was 120 systolic, 80 diastolic. The 
blood sugar was 120 mg. per 100 cc. 

On June 26 the patient again entered the hos- 
pital, and labor started about 3:00 a.m. on June 27. 
By 7:45 a.m. she was fully dilated and was de- 
livered by a breech extraction of a 6 pound, 7 
ounce, macerated fetus. The convalescence was 
uneventful. 

The patient was seen in the office for a final 
check-up on July 25, when the weight was 162 
pounds, the blood pressure 120 systolic, 70 diastolic, 
and the blood sugar 140 mg. per 100 cc. She 
was in excellent condition. 


Comment: This case of diabetes developed, as 
many do, after a nervous shock —a thyroid oper- 
ation. When first seen, the patient was approxi- 
mately six months pregnant and had gained 10 
pounds in one month. The extreme gain in weight 
at this stage of pregnancy suggested toxemia. The 
continued increase in weight for the next month 
was also suggestive. During this time the urine 
showed some albumin. The patient was sent to 
the hospital because there was some edema, a 
moderate rise in blood pressure and a large trace 
of albumin in the urine. Coincident with a drop 
in blood pressure to 120 systolic and a loss of 4 
pounds in weight, the fetal heart sounds could 
not be obtained. The edema disappeared entirely, 
and the blood pressure returned to a normal level. 
After the baby died, one might have raised the 
question as to whether or not the patient should 
be delivered: such cases should always be left 
alone. The toxemia abated with the death of the 
baby, and the patient continued well until spon- 
taneous labor started about six weeks later; she 
was delivered of a macerated fetus. This story is 
typical of diabetes; even under the best care tox- 
emia may appear, and intrauterine death may 
follow. 


“GREEN LIGHTS TO HEALTH”* 


I am talking to you today as a representative of the 
Massachusetts Medical Society to explain the purpose and 
character of a series of medical broadcasts that will come 
to you every Wednesday morning at 11:30. Each year since 
1929 the physicians of Massachusetts in conjunction with 
the Massachusetts Department of Public Health have spon- 
sored a series of health talks over the radio. This broad- 
casting station has donated the time as part of its contri- 
bution to the field of adult education. I should like at this 
time to express to the officials and personnel of Station 
WAAB our appreciation not only for the time on the air 
but also for the co-operation and encouragement they have 
given us these many years. ; 

*“\ “Green Lights to Health’? broadcast given through Station WAAB 
by Dr. Gerald Hoeffel on Wednesday, November 13, and sponsored by the 


Public Education Committee of the Massachusetts Medical Society and the 
Massachusetts Department of Public Health. 
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In assuming the responsibility of this type of health 
education the medical society appreciates that these papers 
should be as stimulating and informative as possible. Phy- 
sicians of Massachusetts prominent in the profession are 
chosen to discuss the various phases of medicine in which 
they have an especial interest; thus they are well qualified 
to enlighten you concerning the commoner and more im- 
portant diseases and injuries. We believe that the layman 
desires to know how to keep well and what to do when 
he is sick, and the papers will be presented from these 
points of view. 


As a consequence, after listening to one of these pro- 
grams, and especially to the series, one ought to gain a 
very definite insight regarding the ever-changing knowl- 
edge and new advances in medicine. 


One may ask why it is necessary for the physician to 
discuss over the air these matters of health and disease. 

There are numerous evidences of interest on the part of 
the public in matters of medicine. Mr. Homer N. Cal- 
ver, secretary of the American Museum of Health of the 
recent New York World’s Fair, in commenting on the 
public’s interest in this great exhibition, has recently writ- 
ten, “The people thirst for knowledge about themselves.” 
One has only to consider the popular health columns in 
the daily papers, the numerous popular-magazine articles, 
novels and biographies, and motion-picture scenarios based 
on medical fact or fancy to realize that this is true. As a 
matter of fact we all possess an innate curiosity and inter- 
est in medical science and practice. Only a very small 
group try to discourage or evade the teachings of the 
medical profession. 

It is because the physicians of the State, represented by 
the Massachusetts Medical Society, recognize this uni- 
versal interest on the part of the public that they take this 
opportunity of using the radio as a means of furthering 
medical education. We doctors believe that the future 
of medicine to a very great extent may be determined by 
the citizens of this country. If the public is ignorant the 
practice of medicine will suffer; if they are informed 
American medicine will continue to go forward. 

Wherein do we find concrete examples of the public’s 
interest and responsibility in health matters? The public 
has assumed control of health matters by spending vast 
sums of money to maintain municipal, state and federal 
hospitals. The public has demanded that the health of 
its citizens be protected through medical supervision of 
water supplies, sewage control and the supervision and 
control of people handling food for public consumption. 
The public has instituted legislation governing the sale 
and distribution of drugs. In turn the public has de- 
manded and obtained, with the help of the medical pro- 
fession, protection from contagious diseases through the 
formulation of quarantine rules and regulations. The 
public, through its legislature, grants charters to medical 
schools so as to regulate the quality of medical education. 
To practice medicine its physicians must obtain licenses 
from the state. Finally, the public in its interest in medical 
matters demands the right to choose its own physicians. 
These, then, are just a few of the many ways by which 
the public exerts its influence and interest in the field 
of medicine. 

The doctor who recognizes the value of having his pa- 
tient well informed practices medicine today differently 
than was customary years ago. In the old days the attitude 
on the part of the medical profession was that the patient 
should not be expected to be too well informed about the 
functions of the human body. The doctor’s directions re- 
garding illness were to be accepted as a command from 
a source enshrouded in the veil of mystery. That era 
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passed a long time ago. The physician today recognizes 
that to obtain the quickest and most complete cure he 
must give to his patients an intelligent understanding 
of the underlying principles of medicine, the why’s and 
wherefore’s of their sicknesses and resulting disabilities. 
This close relation between patient and physician really 
helps the patient to help himself. It also provides the 
doctor with detailed information that frequently aids 
him in helping his patient. This teamwork ultimately 
brings about the result that every patient seeks in con- 
sulting his doctor, namely, restoration to health and use- 
fulness. 

Hence it is obvious that a responsibility rests firmly on 
the shoulders of the layman if he is to obtain good medi- 
cal advice from his family physician or public-health of- 
ficials; that is, he must himself have a foundation of medi- 
cal interest and knowledge that will serve him to judge 
how to obtain good medical advice and care. 

One may say that a little knowledge is a dangerous 
thing, that a layman whose medical education exceeds 
his intelligence is apt to get into difficulty in the manner 
of self-diagnosis, self-medication or the development of 
neurosis and the like. This may be true of a small num. 
ber of people, but they, like those who tamper with deli- 
cate machines without knowledge of them, soon learn 
that it is the best part of judgment to leave adjustments 
and repairs to the expert technician or mechanic. The 
same is true in regard to the human body. We all want 
to enjoy its use, know its possibilities for service and main- 
tain it in a smoothly functioning order, but at the same 
time when there appears to be trouble we want it treated 
intelligently by a competent physician. 

Intelligent people are eager to learn about important 
advances in medical knowledge. We as physicians be- 
lieve that the layman has a right to know something 
about these new and better ways of treating certain com- 
mon diseases and injuries. I repeat, with an understand- 
ing and knowledge of medical trends the layman is there- 
by placed in a better position to select good physicians to 
take care of him when he is sick. 

We are prone to consider the field of medicine in too 
limited a way. We have perhaps put too much emphasis 
on that branch of medicine that deals with the diagnosis 
and treatment of actual disease at the expense of neglect- 
ing that other branch known as preventive medicine. This 
we know deals with the prevention of disease in three 
major ways: first, routine health examinations and the 
supervision of infants and children; second, the prevention 
of disease by means of immunization of the population 
against such important diseases as smallpox, diphtheria, 
typhoid fever, and so forth; and finally, the prevention 
and spread of disease through isolation and quarantine 
regulations. In 1835 the vital statistics of Philadelphia re- 
vealed that the average expectation of life was twenty-one 
years. Preventive medicine carried on by doctors, mostly 
private practitioners, in the United States, has raised life 
expectancy to above sixty years. We are not so aware of 
this important branch of medicine until there is a break in 
the system of public-health activities interrupting and 
disabling the practice of preventive medicine. This tragic 
state of affairs exists in Europe today. Plagues, epidemics 
and infections that could be prevented have become 
rampant and will cause great and unnecessary loss of hu- 
man life. Because of the great benefits from public-health 
rules and regulations the layman must share in the re- 
sponsibility of supporting and improving this great field of 
medical activity. This interest and support can come only 
from citizens who are informed and thus are aware of the 
vital importance of preventive medicine and public-health 
control in their daily lives. 
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Time will not permit me to elaborate on the subject 
matter of each of these medical broadcasts that will be 
given. Included among them will be talks on the new 
advances in the treatment of pneumonia and of other in- 
fections, such as erysipelas, meningitis and tonsillitis, and 
their complications. The importance and far-reaching 
effects of diet and of vitamins will be analyzed, also the 
control of communicable diseases, mental health and the 
great field of preventive medicine and its bearing on the 
welfare of the entire nation. 

You will be told about the family physician. We all 
recognize that the general practitioner is the backbone 
of medicine. It has been through his hard work and in- 
terest in his patients’ health and happiness that progress 
in the medical world has been so marked. Many people 
do not realize how fast new knowledge is being added 
to the treatment of different diseases. This ever-increasing 
knowledge pertaining to ‘preventive medicine, diagnosis 
and treatment of diseased states has naturally increased the 
burden of the individual physician. As a result many 
doctors have been stimulated to limit their fields of ac- 
tivity to certain special branches of medical practice. 
Others have devoted full time to laboratory research. 

Modern medicine today consists of a unity of these 
three important fields of medicine —the general practi- 
tioner, the specialist limiting himself to a certain branch 
of medicine and the medical research worker. The close 
relation between these three subdivisions allows for the 
interchange of knowledge that eventually is put into use 
for the benefit of the individual citizen. However, even 
the family physician or specialist as well as the layman 
must appreciate that, although the general principles of 
treatment remain the same, a doctor who practices only 
what he learned ten years ago— yes, even five years ago 
— may not be able to give his patient the best chance of 
recovery. Hence the goal of the medical profession and 
the rightful demand on the part of the patient is that the 
doctor in the community be sufficiently acquainted with 
the new knowledge to render treatment that will restore 
his patients to health and usefulness in the shortest possible 
time. 


I am sure that by following this series of medical talks 
you will gain a knowledge of medicine in its broad as- 
pects. You will be more appreciative of the part medi- 
cine plays in all life’s daily activities. At work, at play, 
in the city or country, we are being continually influenced 
by discoveries, contributions and regulations coming from 
medical research and practice. 

If you like these broadcasts, write to “Green Lights to 
Health,” Station WAAB, Boston. If you do not under- 
stand some points in the broadcast, write and ask about 
them. A reply will be sent. If you desire a mimeographed 
copy of the broadcast, one will be sent if you will ask for 
it and send your name and address. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning November 25: 


BARNSTABLE 
Sunday, December 1, at 4:00 p.m., at the Cape Cod 
Hospital, Hyannis. Operative Obstetrics: Indi- 
cations and technic. Instructor: James C. Jan- 
ney. Donald E. Higgins, Chatrman. 
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BRISTOL souTH (New Bedford Section) 

Friday, November 29, at 4:00 p.m., at St. Luke’s Hos- 
pital, New Bedford. Acute Abdominal Pain: Its 
interpretation and management. Instructor: Rich- 
ard B. Cattell. Robert H. Goodwin, Chairman. 


ESSEX NORTH 
Friday, November 29, at 4:30 p.m., at the Clover Hill 
Hospital, Lawrence. Pediatric Case Discussions. 
Instructor: Joseph Garland. John Parr, Chair- 
man. 


ESSEX SOUTH 
Tuesday, November 26, at 4:00 p.m., in the Confer- 
ence Room, Salem Hospital, Salem. Chemothera- 
py in the Treatment of Gonococcal Infection. In- 
structor: Sylvester B. Kelley. J. Robert Shaugh- 

nessy, Chairman. 


MIDDLESEX NORTH 
Friday, November 29, at 5:00 p.m., at St. John’s Hos- 
pital, Lowell. Technic and Treatment of Pri- 
mary, Secondary and Tertiary Syphilis. Instruc- 
tor: Rudolph Jacoby. William S. Lawler, Chair- 

man. 


PLYMOUTH 

Tuesday, November 26, at 4:30 p.m., in the Nurses’ 

Home of the Brockton Hospital, Brockton. Hem- 

orrhage in Pregnancy, Labor and the Puerperium: 

Its diagnosis and treatment. Instructor: M. V. 
Kappius. Walter H. Pulsifer, Chairman. 


*Because of Thanksgiving Day, the course will be omitted. 


DEATHS 


BRADY —Cecit N. Brapy, M.D., of Newton, died 
November 6. He was in his fifty-fourth year. 

Born at Cannag, Nova Scotia, he received his degree 
from Tufts College Medical School in 1913. Dr. Brady 
was a former member of the Massachusetts Medical So- 
ciety. 


COX — Crype E. Cox, M.D., of Worcester, died Novem- 
ber 10. He was in his thirty-sixth year. 

Born in St. Anthony, Idaho, he attended Leland Stan- 
ford University and received his degree from the Harvard 
Medical School in 1930. He served his internship at the 
Worcester City Hospital, where he later became an assistant 
physician. 

He was a fellow of the Massachusetts Medical Society 
and the American Medical Association. 

His widow, a daughter, his parents and a sister sur- 
vive him, 


EMERSON — Freperick L, Emerson, M.D., of Boston, 
died November 10. He was in his eightieth year. 

Born in Boston he attended English High School and 
received his degree from Boston University School of 
Medicine in 1892. Dr. Emerson was a former member of 
the staff of the Massachusetts Homoeopathic Hospital now 
the Massachusetts Memorial Hospitals, and was senior 
obstetrician of the Robinson Memorial Hospital, a part of 
the Massachusetts Memorial Hospitals. He had also served 
on the consulting staff of the Brooks Hospital, Brookline. 

Dr. Emerson was a fellow of the Massachusetts Medical 
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Society and the American Medical Association and a mem- 
ber of the American Institute of Homeopathy. 
His widow survives him. 


HARVEY — Wituiam W. Harvey, M.D., of Boston, 
died November 10. He was in his seventy-fifth year. 

Born in East Burke, Vermont, he attended Brown Uni- 
versity and received his degree cum laude from the Har- 
vard Medical School in 1898. Dr. Harvey was a member 
of the Massachusetts Medical Society and the American 
Medical Association and was one of the three founders 
of the Boston Club of Applied Psychology. 

His widow and two daughters survive him. 


MEAD —Freperick A. Megap, M.D., of Chicopee, died 
November 14. He was in his seventy-second year, 

Born in Gloversville, New York, he received his de- 
gree from Albany Medical College in 1892. After prac- 
ticing a few years in upstate New York, he moved to 
Chicopee, where he practiced for forty-four years. 

He was a member of the Massachusetts Medical So- 
ciety and the American Medical Association. 


CORRESPONDENCE 


PHARMACEUTICAL RESEARCH 


To the Editor: During the Pharmacopoeial Convention 
last May, a request was presented for the publication from 
time to time of research problems, which, if solved, would 
assist in the work of revision. To comply with this re- 
quest the chairmen of subcommittees were requested to 
suggest subjects which in their special fields were particu- 
larly important. 

The following subjects have been offered: 

A method for biological assay of ergot that meas- 
ures the content of both ergotoxine and ergonovine 
types of alkaloids. 


~ An efficient and inexpensive method for biological 
assay of aconite and its preparations. 
Statistical studies of the value of antipneumococcus 
serums in general practice. 
A suitable standard of assay for Rheum based on 
its anthraquinone content. 
The comparative anatomy of the rhizomes and 
roots of Chinese rhubarbs yielded by Rheum offici- 
nale, R. palmatum, R. palmatum var. tanguticum 
and hybrids between these and other Rheum species 
including R. rhaponticum. 
Further studies of the assays of cantharides, ipecac 
and capsicum. 
Chemical assay of aconite and aloe. 
The separation of strychnine and brucine. 
The therapeutic value of reduced iron. 
The absorption of pure powdered electrolytic iron 
from the alimentary tract. 
Rapid, accurate method for the determination of the 
pH of distilled water. 
Further study of the limit of unsaturates test in 
cyclopropane. 
Heavy metals’ test for diluted hypophosphorous 
acid. 
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The sensitivity of the flame test for sodium in chem- 
icals used as reagents. (For example, potassium oxa- 
late is required to “impart no distinct yellow color 
to a colorless flame,” whereas with potassium nitrite 
a yellow flame is given by the presence of about 
0.05 per cent sodium when testing a 5 per cent 
solution, and with potassium nitrate a yellow flame 
indicates about 0.02 per cent sodium when a 10 
per cent solution is tested. Careful tests on sodium- 
free salts to which known quantities of sodium salts 
are added would make possible a revision of the 
statements and might result in corrections.) 


Oil of cassia, tests and constants. 


Oil of nutmeg, detection of pinene or redistilled oil 
of turpentine. 


Oil of peppermint, tests and constants (distinction 
between unrectified and rectified). 


Stability of fluidextract of ergot. 


Tincture of digitalis: a study of the U.S.P. tincture 
and a comparison of the tincture made from de- 
fatted drug to determine the difference, if any, in 
activity. 
A cytogenetical study of Rheum officinale, R. pal- 
matum and other Asiatic rhubarbs. 
A cytogenetical study of Digitalis purpurea. 
More detail will be given to anyone who is interested in 
investigating one of the subjects suggested. 
E. Futterton Cook, Chairman, 
U.S.P. XII Revision. 


43rd Street and Woodland Avenue, 
Philadelphia. 


NOTICES 


BOSTON DOCTORS’ 
SYMPHONY ORCHESTRA 


The Boston Doctors’ 

EI Symphony Orchestra will 
Li rehearse under Alexander 
NAN Thiede, formerly concert- 
master of the Cleveland 
Symphony Orchestra, ev- 
ery Thursday at 8:30 p.m. 
Those interested in becom- 
ing members should com- 
municate with Dr. Julius Loman, Pelham Hall Hotel, 
Brookline (BEA 2430). 


BOSTON LYING-IN HOSPITAL 


Dr. Austin W. Cheever will speak on “Syphilis in Preg- 
nancy” before the Journal Club at the Boston Lying-in 
Hospital, on Wednesday, November 27, at 8:15 p.m. 

— and medical students are cordially invited to 
attend. 


BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club at the Boston Medical Library, 8 Fenway, on Mon- 
day, November 25, at 8:15 p.m. Dr. Robert W. Buck will 
speak on “Eponyms in the History of Medicine.” 

All interested persons are cordially invited to attend. 


NOTICES 
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CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC DatTE OrtTHoPEDIC CoNSULTANT 
Salem December 2 Harold C. Bean 
Haverhill December 4 William T. Green 
Lowell December 6 Albert H. Brewster 
Gardner December 10 Mark H. Rogers 
Brockton December 12 George W. Van Gorder 
Pittsfield December 16 Francis A. Slowick 
Hyannis December 17 Paul L. Norton 
Northampton December 18 Garry deN. Hough, Jr. 
Worcester December 20 John W. O’Meara 
Fall River December 23 Eugene A. McCarthy 


MASSACHUSETTS GENERAL HOSPITAL 


A meeting of the Hospital Research Council will be held 
in the Ether Dome of the Massachusetts General Hospital, 
on Tuesday, November 26, at 5:00 p.m. 


PROGRAM 


Salivary Conditioned Reflex in Psychoneurotic Patients. 
Drs. J. E. Finesinger, G. F. Sutherland and Miss F. 
McGuire. 

Clinical Use of Electroencephalog in the Localiza- 
tion of Intracranial Lesions. Dr. R. S. Schwab and 
Mrs. M. Thompson. 

Cushing’s Disease from the Point of View of a Hyper- 
adrenocorticism Leading to Hypergluconeogenesis 
and Protein Deficiency: Treatment based thereon. 
Drs. F. Albright and W. Parson. 


JOHN T. BOTTOMLEY SOCIETY 


The regular monthly meeting of the John T. Bottomley 
Society will be held in the Out-Patient Department Build- 
ing of the Carney Hospital on Tuesday, November 26, at 
11:30 am. Dr. Joseph A. Doherty will speak on “Oral 
Surgery.” 

Physicians and students are cordially invited to attend. 


NEW ENGLAND DERMATOLOGICAL 
SOCIETY 


The next regular meeting of the New England Derma- 
tological Society will be held at the Boston City Hospital 
on Wednesday, December 4, at 2:00 p.m. 


NEW ENGLAND OBSTETRICAL AND 
GYNECOLOGICAL SOCIETY 


The twelfth annual meeting of the New England Ob- 
stetrical and Gynecological Society will be held in Boston 
on Wednesday, December 4. In the forenoon, clinics will 
be held at the Free Hospital for Women, Brookline, and 
the Boston City Hospital. A luncheon will be served at 
the University Club. In the afternoon, clinics will be held 
at the Carney Hospital and the Beth Israel Hospital. The 
annual dinner will take place in the evening at the Univer- 
sity Club. 


WALTHAM MEDICAL MEETING 


There will be a clinicopathological conference of the 
Metropolitan State Hospital, Waltham, on Wednesday, 
November 27, at 8 p.m. A case of congenital juvenile 
taboparesis, complicated by rheumatic heart disease and 
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Streptococcus hemolyticus septicemia, will be presented by 
Drs. Clementine McKeon and Richard C. Wadsworth, and 
will be discussed by Dr. Harold E. MacMahon. 


NORFOLK DISTRICT MEDICAL SOCIETY 


A regular meeting of the Norfolk District Medical So- 
ciety will be held at the Hotel Puritan, Boston, on Tues- 
day, November 26, at 8:30 p.m. Tel. KEN 1480. 


PROGRAM 


Business. 

Symposium on Alcohol. 
Hermann C, Lythgoe. 

Discussion to be opened by Dr. Merrill Moore. 

Collation. 


Dr. Timothy Leary and Mr. 


WACHUSETT MEDICAL SOCIETY 

There will be a meeting of the Wachusett Medical So- 
ciety at the Holden District Hospital on Wednesday, De- 
cember 4, at 6:30 p.m. 


PROGRAM 
Case record. Drs. A. P. Skoog and Maurice Rubin. 
Deficiency States and Anemia. Dr. William Dame- 
shek. 
Question period. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRICT FOR THE WEEK BEGINNING 
Sunpay, NovEMBER 24 


Monpay, NoveMBer 25 
12:15-1:15 p.m. Clinicopathological conference. 
Hospital amphitheater. 
*8:15 p.m. Eponyms in the History of Medicine. Dr. Robert W. Buck. 
Boston Medical History Club. Boston Medical Library, 8 Fenway. 


Peter Bent Brigham 


Turspay, NoveMBER 26 
*9-10 a.m. X-ray Demonstration. 
Diagnostic Hospital. 
*11:30 a.m. Oral Surgery. Dr. Joseph A. Doherty. 
Society. Carney Hospital. 
12:15-1:15 p.m. Clinicoroentgenological conference. 
ham Hospital amphitheater. 
5 p.m. Hospital Research Council. 


Dr. A. Ettinger. Joseph H. Pratt 


John T. Bottomley 
Peter Bent Brig- 


Massachusetts General Hospital. 


WEDNESDAY, NOVEMBER 27 

*9-10 a.m. Hospital case presentation. Dr. S. J. Thannhauser. 
H. Pratt Diagnostic Hospital. 

*12 m. Clincopathological conference. Children’s Hospital. 

*2—4 p.m. Hematuria and Dysuria. Drs. W. C. Quinby and E. A. 
Stead. Peter Bent Brigham Hospital. 

*8:15 p.m. Syphilis in Pregnancy, Dr. Austin W. Cheever. 
Club. Boston Lying-in Hospital. 


Joseph 


Journal 


Fripay, NoveMBER 29 
*9—10 a.m. Marble Bone Disease. Dr. Albert Frank. 
Diagnostic Hospital. 


Joseph H. Pratt 


SaTURDAY, NOVEMBER 30 


*9-10 a.m. Hospital case presentation. 
H. Pratt Diagnostic Hospital. 


Dr. S. J. Thannhauser. Joseph 


*Open to the medical profession. 


November 22 — Salem Tumor Clinic. Page 831, issue of November 14. 
November 27 — Waltham Medical Meeting. Page 875. 

DecemBer 4 -— New England Dermatological Society. Page 875. 
December 4 — Wachusett Medical Society. Notice above. 
Does 4 — New England Obstetrical and Gynecological Society. Page 

Decemper 8-11 — American Academy of Dermatology and Syphilology. 
Page 831, issue of November 14 

DecemBer 10 — New England Society of Anesthesiology. Page 743, issue 
of October 31. 

Decemper 12 — Pentucket Association of Physicians. 
August 15. 


Page 263, issue of 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 21, 1940 


December 27~29— National Convention of the Association of Medical 
Students, Boston, 


January 4, 1941— American Board of Obstetri 
stetrics and Gynecology. Page 
MarcH 8— American Board of Ophthalmology. 
August 1. 


Apri. 21-25 American College of Physicians. 
June 20. 


May 21, 22 — Massachusetts Medical Society, Boston. 
June 2-6 — American Medical Association. Cleveland, Ohio. 


Page 201, issue of 


Page 1065, issue of 


District MEpIcaL SociETIES 


ESSEX SOUTH 

December 4—May 14 — Page 831, issue of November 14. 

January 8 — Visceral oe and Its Relief. Dr. James C, White. 
State Hospital, Hathorn 

Fespruary 5 — to be announced. Lynn Hospital. 

Marcu 5 — X-ray in Heart Disease. Dr. Merrill C. Sosman. 
torium, Middleton. 

Apri. 2 — Pediatric Problems in General Practice. 
Addison Gilbert Hospital, Gloucester. 

May 14 — Relation of the Doctor to the Law. 
Ocean House, Swampscott. 


Danvers 


Essex Sana- 
Dr. Joseph Garland. 


Mr. Leland Powers. New 
FRANKLIN 

January 14, 

Marcu 11. 

May 13. 


Meetings will be held at 11 a.m. at the Franklin County Hospital, 
Greenfield. 


NORFOLK 
NoveMBER 26 — Notice above. 
January 28 — Carney Hospital. 
Fepruary 25 — Medico-Legal meeting. 8:30 p.m. Hotel Puritan, Boston. 
Marcu 25 — To be announced. 
May 8 — Censors’ meeting. Hotel Puritan. 


SUFFOLK 
January 29 — Page 604, issue of October 10. 
Aprit 30 — Page 604, issue of October 10. 


WORCESTER 
December 11 -— St. Vincent Hospital, Worcester. 
January 8, 1941 — Worcester City Hospital, Worcester. 
Fesruary 12 — Worcester State Hospital, Worcester. 
Marcu 12 — Memorial Hospital, Worcester. 
Apri 9 — Hahnemann Hospital, Worcester. 
Supper at 6:30 p.m. followed by a business meeting and scientific pro 
am. 


BOOKS RECEIVED 


The receipt of the following books is acknowl- 
edged, and this listing must be regarded as a suf- 
ficient return for the courtesy of the sender. Books 
that appear to be of particular interest will be re- 
viewed as space permits. Additional information in 
regard to all listed books will be gladly furnished 


on request. 


The 1940 Year Book of Public Health. Edited by J. C. 
Geiger, M.D., Dr.P.H., director of public health, City and 
County of San Francisco; clinical professor of epidemi- 
ology, University of California Medical School. 12°, 
cloth, 560 pp., with 12 figures and 24 tables. Chicago: 
Year Book Publishers, 1940. $3.00. 


Vitamin Therapy in General Practice. By Edgar S. Gor- 
don, M.A., M.D., associate in medicine and instructor in 
physiological chemistry, University of Wisconsin Medical 
School, and Elmer L. Sevringhaus, M.D., professor of 
medicine, University of Wisconsin Medical School. 8°, 
cloth, 258 pp., with 35 illustrations. Chicago: Year Book 
Publishers, Inc., 1940. $3.25. 
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